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OR HABITUAL ABORTION... 


MORE FULL TERM PREGNANCIES... 


«+. SIMULATES CorRPUS LUTEUM HORMONES, thereby 
«+» SUPPORTS THE ENDOMETRIUM, hence 
«+» SUSTAINS FETAL LIFE 


Enovid, through its pronounced progesterone-like action and its 
lesser estrogenic action, enhanced by the addition of ethynylestradiol 
3-methyl ether, mimics the action of the corpus luteum hormones. 

In threatened abortion, due to an endocrine failure to support the 
hypertrophied endometrium of pregnancy, the potent progesterone- 
like activity of Enovid is of value. 

In habitual abortion, resulting from inadequate corpus luteum 
activity, Enovid supports the decidual endometrium and therefore 
encourages continuation of the pregnancy. 

Each 10-mg. tablet of Enovid contains 9.85 mg. of norethynodrel, 
a new synthetic steroid, and 0.15 mg. of ethynylestradiol 3-methyl 
ether. 


DOSAGE IN DOSAGE IN 


THREATENED ABORTION 


Two or three tablets daily on appear- 
ance of symptoms. This dosage may be 
reduced to one or two tablets daily 
when symptoms disappear. The reduced 
dosage should be continued to term 
and an increased dose given if symp- 
toms reappear. 


HABITUAL ABORTION 


One or two tablets daily as soon as 
pregnancy is diagnosed and continued 
without interruption at least through 
the fifth month. Enovid may be safely 
continued to term if desired. 
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The American Academy of General Practice is a national 
association of physicians engaged in the general practice of 
medicine and surgery. It is dedicated to the belief that gen- 
eral practice is the keystone of American medicine, and to 
the conviction that continuing study is the basis of sound 
general practice. It is the role of GP, official publication of 
the Academy, to provide constantly the best postgraduate 
literature in all phases of general practice in its scientific 
section. In other regular departments it carries articles and 
official reports pertinent to the work of the Academy's 15 
standing committees. 


GP is published monthly by the American Academy of 
General Practice. Materials for publication should be ad- 
dressed to the Editorial and Business Offices: Volker Boule- 
vard at Brookside, Kansas City 12, Missouri. Publication Of- 
fice (printer): 350 East 22nd Street, Chicago 16, Illinois - One 
dollar a copy. By subscription: $5.00 a year to members of 
the American Academy of General Practice, $10.60 a yeor 
to others in U.S.A. $12.00 in Canada; $14.00 in other foreign 
countries. Entered as second-class matter at the post office 
at Kansas City 8, Missouri. Additional entry at Chicago, 
Illinois + Printed in U.S.A. by R. R. Donnelley & Sons Compony 
at The lokeside Press, Chicago. Copyright 1959 by the 
American Academy of General Practice. 
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these and other timely and informativearticles 
scheduled to appear in coming issues. 


The Management of Antepartum Bleeding. RAtpu C, 

- Benson, m.p. Here is a practical discussion of a 
problem that is inescapable for any physician who 
practices obstetrics—no matter how limited that 
aspect of the practice may be. 


Malabsorption Syndromes. Rosert J. Bowr, M.D., 
B, Frencu, M.p. anp H. Marvin Pot- 
LARD, M.D. New methods of diagnosis and treatment 
for disorders that formerly went undiagnosed and 
untreated. 


The Results of Desensitization in Allergy to Insect 
Stings. Rosert A. Stier, m.p. Allergic reactions 
to insect stings are serious emergencies. This survey 
emphasizes the clear value of desensitization meas- 
ures and methods for their administration. 


The Sick Newborn. HamMonp, A quick 
review of some of the problems of diagnosis and 
treatment of the youngest patients. 


The Management of Stress Incontinence by General 
Practitioners. Ricuarp B. Satzer, M.D. A descrip- 
tion of the pathophysiology of stress incontinence; 
principles of treatment and the mechanisms by 
which simple exercises may be sufficient to overcome 
the basic musculofascial relaxation. 


Intestinal Parasitism in a Rural Patient Population. 
J. J. Karscuenretp, m.p. Detection of intestinal 
parasitism can be made a part of routine office 
practice—gives a high yield of positive results in 
some parts of the South. 


Prevention of Sunburn and Light Allergy with Methox- 
salen. S. W. Becker, Jr., M.p. A discussion of the 
unusual mechanisms of action of the psoralen com- 
pounds. Dose schedules in relation to exposure to 
sun are important, Contraindications are under 
study. 
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then you should know... 


Beneficial results with METICORTEN have been 


reported} in patients with Senear-Usher disease. Extensive 


documentation in the literature demonstrates the unsurpassed 


therapeutic effectiveness of this established steroid 
in all corticosteroid-responsive disorders. 


METICORTEN® (prednisone) is available as 1, 2.5 and 5 mg. white tablets. 


*Senear-Usher disease—also called pemphigus 
erythematosus—is a dermatosis resembling pemphigus 

- vulgaris involving mainly the head, face, and trunk. 
Whether common or rare, response to METICORTEN is 
excellent in most allergic and inflammatory skin diseases. 


tHenington, V. M.; Kennedy, B., and Loria, P. R.: 
South. M. J. 51:577, 1958. 
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PUBLISHER’S MEMO 


More THAN a year ago, the Superior Court in Alameda County, 
California, awarded damages to Anne Elizabeth Gottsdanker and 
James Randall Phipps, twochildren who allegedly contracted polio 
infections after being inoculated with Salk vaccine prepared by 
Cutter Laboratories. The damages were awarded despite the fact 
that a jury found that the defendant had not been negligent. 
Cutter has since appealed damage awards totaling $147,300. 

The American College of Physicians recently filed an amicus 
curiae (friend of the court) brief opposing the Superior Court’s 
decision. 

GP must side with Cutter Laboratories and applaud the 
courageous statement filed by the ACP. By finding for the 
children, the court established an absolute liability concept that 
could seriously impair scientific and technological progress. The 
manufacturer clearly complied with rigid government specifica- 
tions and was absolved of all possible negligence. Yet the court 
chose to ignore this evidence and award damages to the children. 

Long before the modern chemotherapeutic era, patients ex- 
perienced adverse reactions to a variety of drugs. Penicillin, 
available in any drugstore without a physician’s prescription, 
can cause a variety of reactions and is occasionally fatal. Yet no 
court, to the best of our knowledge, ever awarded damages on 
the basis of absolute liability. 

What would happen tomorrow if Cutter (or any other pharma- 
ceutical firm) unearthed an apparent cancer cure? Suppose that 
years of testing and research showed the drug to be an efficacious 
answer. Would the manufacturer be willing to market the drug 
(and perhaps save countless lives) if he knew that damage suits 
were probably inevitable? 

Although we deeply and sincerely sympathize with the chil- 
dren and their parents, we respect the integrity of the pharma- 
ceutical industry. No other industry has made equivalent con- 
tributions to the nation’s health and welfare. 

The ACP brief states the problem very succinctly: ‘How can 
any scientist, physician, hospital or pharmaceutical producer 
become involved in any forward steps in medicine, no matter 
how surrounded by standards, if he is to be held responsible for 
knowledge that does not, and cannot, exist until the future 
unfolds?”. 


There’s only one answer to the question. 
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EXECUTIVE DIRECTOR'S NEWSLETTER 


FEBRUARY 1959 


Significant Events 


ike’s Balanced Budget » Cheers will change to tears when Congress gets down to 
Bubble Will Explode work on President Eisenhower's balanced budget. Even though 
Congressional leaders on both sides of the aisle are pre- 
dominantly conservative, there will be a deluge of "spend 
and spend" bills to keep minority groups happy. 
The 86th Congress, bipartisan only by definition, will 
find new ways to (1) spend more money and (2) convince the 
voters that it's still not wise to cut taxes. This is a 
truism, too self-evident to count as a prediction. 
Physicians can expect the usual culprits (Forand, Dingle, 
Proxmire et al.) to agitate for compulsory health insurance. 


Time may be a relentless, though temporary foe. Remember 
that social welfare bills are historically more popular in 
an election year. Many Congressmen, seeking something "free" 
to offer their constituents, may prefer to wait until 1960. 
But the straws are still in the wind and the final outcome 
seems increasingly inevitable. 


Health Insurance for » Congress will probably provide health insurance for Feder— 
Federal Employees? al government employees. The system will be on a contribu- 
tory basis with Uncle Sam paying the lion's share. 
Look for words of wisdom, on this and other subjects, from 
Senator Hubert Humphrey (D-—Minn.). After all, Humphrey is 
the only presidential aspirant who launched his campaign 
from the Kremlin. 
Humphrey _is proposing an "International Health Year" 


patterned after the International Geophysical Year for 1961. 
If such a concentration on research and communication led to 


progress of the same order as has come in geophysics, it 
would be eminently worthwhile. 


Simpson-Keogh Bill » The 1959 version of the Jenkins—Keogh retirement income 

Probably Will Pass bill will probably be passed in the 86th Congress. Now known 
as the Simpson—Keogh bill (Representative Jenkins was not 
re-elected), the bill permits self-employed persons to 
establish tax-deferred retirement income funds. The bill 
breezed through the House in the 85th Congress but was 
promptly sidetracked in the Senate. 

The Academy's Commission on Legislation and Public Policy, 

meeting in Washington last month, reviewed pending legis— 
lation and learned that the bill will probably pass despite 


anticipated Treasury Department objections. During its | 
two-day meeting, the commission held a reception for 


Congressmen from members' states and a dinner party for Dr. 
Leroy Burney, surgeon general of the USPHS. 
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New Academy Plan 
Ties in with Bill 


Journal AMA Editor 
Slated for PMA Post 


Patterson, Dickson 
Join AMA Staff 


AHA Will Refund 
Large Study Grant 


> The Academy's unique Physicians' Retirement Savings Plan 


combines an insured retirement income annuity with a mutual 
funds investment program designed for Academy members. The 
new plan should be officially announced within 90 days. 


Available for the first time to members of a national 
medical association, the plan will let individual partici- 
pants decide how much they want credited toward an annuity 
and how much they want to invest in blue chip common stocks 
as_a hedge against inflation. Details of the plan will be 
further outlined in a scheduled GP feature. 


If Congress passes the Simpson—Keogh bill, plan partici- 
pants could instruct that portions of each monthly payment 


be deposited in a separate fund and thus take advantage of 
tax deductions provided by the law. As written, the bill 
lets a self-employed person put up to $2,500 a year (for no 
more than 20 years) in a retirement income fund and defer 
income tax payments on these amounts until such time as the 
money is withdrawn as retirement income. 


> Dr. Austin Smith, who recently resigned after ten years 


as editor of the Journal AMA, is expected soon to assume a 
top—level executive position with the Pharmaceutical Manu- 


facturers' Association. Functioning as a spokesman for the 
industry, Dr. Smith will take over as either president or 
executive vice president of the PMA. 


> A lawyer and an ex—newspaper man recently joined the AMA's 
Washington office staff. Attorney Edwin Patterson is the new 


manager of the office and Cecil Dickson will head up the 
lobbying department. Patterson formerly directed the pro- 
fessional staff of the House Veterans' Affairs Committee. 
Dickson, who will spend considerable time "on the Hill," 
has had extensive experience lobbying for the Motion Picture 
Association of America. 


> Ph.D. Alan E. Treloar, two years ago awarded a controver- 


sial $575,000 research grant by the USPHS, is back in the 
news again. Dr. Treloar, the American Heart Association's 


director of research, was given the grant to study antihy- 
pertensive drugs. Organized medicine promptly pointed out 
that such a study should be conducted by physicians. 

The study apparently never got off the ground. Present 
indications are that the AHA will turn back all but about 
$40,000 and Treloar will go to work for the National Insti- 
tutes of Health. No one will say why the study was dropped 
but there is a good chance that USPHS officials will be 
asked for an answer during appropriation hearings. 

—M.F.C. 


PLAN NOW TO ATTEND THE ACADEMY'S 11TH ANNUAL SCIENTIFIC 
ASSEMBLY, APRIL 6-9, IN SAN FRANCISCO'S CIVIC AUDITORIUM. 
A HOTEL RESERVATION FORM APPEARS ON PAGE 265. 
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Drexel Hill, Pa. 

Terms to Expire 1960: Rosert H. Tinker, M.D., 1420 N. Ains- 
worth, Portland, Ore.; Mary E. JoHnsTon, M.D., Tazewell, 
Va.; Francis Lanp, m.p., 116 W. Rudisill Blvd., Ft. Wayne, 
Ind. 

Terms to Expire 1959: Jesse D. Risinc, M.v., University of 
Kansas Medical Center, Kansas City 12, Kan.; Tuomas A. 
SapPINGTON, M.D., 612 W. Gordon, Thomaston, Ga.; J. 
Auison Cary, M.D., 60 W. Keystone Ave., Morgan Hill, Calif. 


Academy Representatives on the Joint Residency Review Committee 
for General Practice (Subcommittee of the Commission on Edu- 
cation): J. SHaw, M.v., Lee Hospital, Fayette, Mo. 
(Term Expires 1961); Jesse D. Risinc, M.v., University of 
Kansas Medical Center, Kansas City 12, Kan. (Term Expires 
1960); Louts F. Rrrretmeyer, Jr., M.p., University of Missis- 
sippi Medical Center, Jackson, Miss. (Term Expires 1959). 
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MY HAND 


NOTHING IN 


EACH TABLET CONTAINS CHLORPROPHENPYRIDAMINE MALEATE 
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Commission on Hospitals: Cuartes C. Cooper, M.D., Chairman, 
322 Hamm Bldg., St. Paul, Minn. 

Terms to Expire 1961: Richard R. Chamberlain, M.D., 30 1: nox 
Pl., Maplewood, N.J.; A. J. Franzi, M.D., 4804 Mission St., 
San Francisco, Calif.; Leo M. Wachtel, Jr., M.D., 2708 St. 
Johns Ave., Jacksonville, Fla. 

Terms to Expire 1960: Joun O. Muucan, M.D., 1120 Boylston 
Ave., Seattle, Wash.; Georce L. M.D., 851 S. Oliver, 
Wichita, Kan.; Eart Van Horn, .d., 4843 Reading Rad., 
Cincinnati, Ohio. 

Terms to Expire 1959: James M. Perkins, M.D., 227 Sixteenth St., 
Denver, Colo.; Raupu E. Cross, M.D., 351 E. Main St., Johnson 
City, Tenn.; Crarence R. Brortr, M.D., Beatrice National 
Bank Bldg., Beatrice, Neb. 


Commission on Legislation and Public Policy: Froyp C. Bratt, 
M.D., Chairman, 833 South Ave., Rochester, N.Y. 

Terms to Expire 1961: Thomas H. Blake, M.D., Box 466, St. 
Albans, W.Va.; Carlos E. Fuste, Jr., M.D., 907 Gordon St., 
Alvin, Tex.; Paul S. Read, M.D., 2415 Fort St., Omaha, Neb. 

Terms to Expire 1960: Merru Cross, M.D., 8248 Georgia Ave., 
Silver Springs, Md.; Daryt P. Harvey, M.D., Route 6, 
Glasgow, Ky.; Lester D. Brster, Underwriters Bldg., 
Indianapolis, Ind. 

Terms to Expire 1959: Cuartes N. Wyatt, M.D., 301 E. Coffee 
St., Greenville, $.C.; Malcolm H. Harris, M.D., Box 250, 
West Point, Va.; Orvan A. Puteps, M.D., Butler Bldg., Man- 
teno, Ill. 


Commission on Membership and Credentials: NorMAN R. Boouer, 
M.D., Chairman, 447 E. Thirty-eighth St., Indianapolis, Ind. 

Terms to Expire 1961: Kenneth H. Beebe, M.D., 101 S. Division 
Ave., Sterling, Colo.; John C. Smith, M.D., 2227 S. Fifty- 
second Ave., Cicero, Ill.; Julius Michaelson, M.D., Box 945, 
Foley, Ala. 

Terms to Expire 1960: Francis P. Ruoapes, M.D., Maccabees 
Bldg., Detroit 2, Mich.; Cuartes E. JRr., M.D., 727 
N. Lewis, Tulsa, Okla.; C. J. KLAaREN, M.D., Box 402, Mos- 
cow, Ida. 

Terms to Expire 1959: Louis Busu, M.p., 752 Merrick Rd., 
Baldwin, N.Y.; Boyp H. Payne, M.p., Professional Bldg., 
Staunton, Va.; JosepH W. TeLrorD, M.D., 3255 Fourth Ave., 
San Diego, Calif. 


Committee on Scientific Assembly: HERMAN E. Driit, M.D., Chair- 
man, 1959 Assembly, 23 Ninth Ave., S., Hopkins, Minn.; 
Garra L. Lester, M.D., Chairman, 1960 Assembly, 1 Morris 
Ave., Chautauqua, N.Y. 

Terms to Expire 1961: George V. Launey, Jr., M.D., 9528 Webb 
Chapel Rd., Dallas, Tex.; Amos N. Johnson, M.D., Garland, 
NC. 

Terms to Expire 1960: Wavrer W. Sackett, JRr., M.d., 2500 Coral 
Way, Miami, Fla.; Garra L. Lester, M.p., 1 Morris Ave., 
Chautauqua, N.Y. 

Terms to Expire 1959: Exmer Rinceway, Jr., M.d., 3601 N. 
May Ave., Oklahoma City, Okla.; Herman E. Druitt, .D., 
23 Ninth Ave., S., Hopkins, Minn. 


Committee on Constitution and By-Laws: JoHN E. Foster, M.D., 
Chairman, Foley, Ala.; A. I. Doxrorsxy, M.D., 7257 S. 
Jeflery Ave., Chicago, Ill.; Leland S$. Evans, M.D., 217 W. 
Court Ave., Las Cruces, N.M.; Julian K. Welch, Jr., M.D., 
107 N. Lafayette Ave., Brownsville, Tenn.; Arthur P. Reding, 
M.D., Marion, $.D.; Jason C. Sanders, M.D., 106 E. Kings- 
highway, Shreveport, La. 
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Committee on Voluntary Prepaid Medical Care: Ropert A. Price, 
u.p., Chairman, 3602 N. Fifteenth Ave., Phoenix, Ariz.; 
M.D., 2237 Taylorsville Rd., Louisville, Ky.; 
William F. Putnam, M.D., Lyme, N.H.; Peter J. Scafarello, 
M.D., 410 Asylum St., Hartford, Conn.; Kenneth McPherson, 
M.D., 925 Sixth Ave., New Brighton, Pa. 


Committee on Rural Health: BENJAMIN N. SALTZMAN, M.D., Chair- 
man, 111 W. Sixth St., Mountain Home, Ark.; Georce W. 
Karetas, M.D., Newberry, Fla.; Ciinron SwICKARD, M.D., 
604% Sixth St., Charleston, Ill.; Joun R. Ropcer, m.p., 
Bellaire, Mich.; Paut J. Semert, Jr., m.p., 509 California, 
Libby, Mont.; Cecil W. Clark, M.D., Cameron Medical Center, 
Cameron, La.; Valentin E. Wohlauer, M.D., Box 578, Brush, 
Colo. 


Committee on Insurance: NorMAN F. Coutrer, M.D., Chairman, 
1516 S. Kuhl Ave., Orlando, Fla.; Georce E. Burkert, Jr., 
u.v., 349 Main St., Kingman, Kan.; Frank H. Green, M.D., 
134 E. Second St., Rushville, Ind.; Richard P. Bellaire, M.D., 
38 Church St., Saranac Lake, N.Y.; Herbert W. Salter, M.D., 
4900 Euclid Ave., Cleveland, Ohio. 


Committee on Mead Johnson Awards for Graduate Training in 
General Practice: BERNARD E. Epwarps, M.D., Chairman, 704 
N. Main St., South Bend, Ind.; Donato H. Kast, .p., 
Bankers Trust Bldg., Des Moines 9, Ia.; R. Adelaide Draper, 
M.D., 1107 Washington St., Dorchester, Mass.; Walter T. 
Gunn, M.D., 4617 Dahlia Ave., St. Louis, Mo.; Earl L. Ma- 
lone, M.D., 302 W. Tilden, Roswell, N.M.; Robert E. Verdon, 
M.D., 576 Anderson Ave., Cliffside Park, NJ. 


Ross Award Committee: Orson B. SpeNcER, M.D., Chairman, 55 
N. Sixth E., Price, Utah; Ralph J. Lum, Jr., M.D., 601 Avenue 
Miramar, Santurce, Puerto Rico; R. Varian Sloan, M.D., Aina 
Haina Shopping Center, Honolulu, Hawaii; Rafael C. Sanchez, 
M.D., 3330 Canal St., New Orleans, La.; Robert W. Hender- 
son, M.D., 405% Broadway, Bismarck, N.D. 


liaison Committee on National Defense: SPENCER YORK BELL, M.D., 
Chairman, 1826 W. Clinch, Knoxville, Tenn.; Peter C. H. 
ERInakEs, M.D., 1425 Main St., West Warwick, R.I.; Crype I. 
Swett, M.D., 18 Sherman St., Island Falls, Me.; A. M. Cox, 
M.D., 1809 Logan St., Cheyenne, Wyo.; Cyrus G. Reznichek, 
M.D., 1912 Atwood Ave., Madison, Wis. 


Committee on 1959 State Officers’ Conference: CARROLL WITTEN, 
M.D., Chairman, 2237 Taylorsville Rd., Louisville, Ky.; 
Richard P. Bellaire, M.D., 38 Church St., Saranac Lake, N.Y.; 
Carroll B. Andrews, M.D., Box 367, Sonoma, Calif.; Mr. 
Donald C. Jackson, Advisor, 1905 N. Lamar, Austin, Tex. 


Representatives to Joint Committee on Industrial Medicine: William 
B. Hildebrand, M.D., 59 Racine St., Menasha, Wis:; Logan T. 
Robertson, M.D., 17 Charlotte St., Asheville, N.C. 


Advisor to the Board on International Medical Affairs: U. R. Bryner, 
M.D., 508 E. South Temple, Salt Lake City, Utah. 
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Committee on Mental Health: M. C. WicInTON, M.D., Chairman, 
310 W. Thomas St., Hammond, La.; ANprew S. Toms, M.D., 
Box 3155, Victoria, Tex.; E. I. BaumGarTNER, M.D., 25 Alder 
St., Oakland, Md.; I. P. FroHMAN, M.D., 2924 Nichols Ave., 
S.E., Washington, D.C.; Ricuarp H. GwartTney, M.D., 2810 
State St., San Bernardino, Calif. ; Lawrence E. Drewrey, M.D., 
222 Van Buren, N.W., Camden, Ark.; John F. Loeck, M.D., 
114 3rd Ave., S.E., Independence, Ia.; Robert M. Fonner, M.D., 
3225 N. Laramie Ave., Chicago, Ill.; Austin B. Kraabel, M.D., 
415 N. 85th St., Seattle, Wash. 


MUSE Committee (Committee on Minimum Uniform Standards in 
Education for General Practice): HOLLAND T. JACKSON, M.D., 
Chairman, Medical Arts Bldg., Ft. Worth, Tex.; CHartes C. 
Cooper, M.D., 322 Hamm Bldg., St. Paul, Minn.; J. S. DeTar, 
M.D., 55 W. Main, Milan, Mich.; Carteton R. Smiru, M.D., 
1101 Main St., Peoria, Ill.; Mary E. JounsTon, M.D., Tazewell, 
Va.; Wim J. SHaw, M.D., Lee Hospital, Fayette, Mo.; 
Louis F. Rirretmeyer, Jr., M.p., University of Mississippi 
Medical Center, Jackson, Miss.; John P. Lindsay, M.D., 5207 
Harding Rd., Nashville, Tenn.; Carroll B. Andrews, M.D., 
Box 367, Sonoma, Calif. 


Special Committee on 1959 Invitational Scientific Congress: NORMAN 
R. Boouer, M.p., Chairman, 447 E. Thirty-eighth St., 
Indianapolis, Ind.; Fuoyp C. Bratt, M.D., 833 South Ave., 
Rochester, N.Y.; M. C. Wicinton, m.p., 310 W. Thomas St., 
Hammond, La. 


Liaison Committee with the Specialty Societies: J. S. DETAR, M.D., 
Chairman, 55 W. Main, Milan, Mich.; Cuartes C. Cooper, 
M.D., 322 Hamm Bldg., St. Paul, Minn.; Carterton R. Soir, 
M.D., 1101 Main St., Peoria, Ill. 


Academy Representatives on AMA Committee on Preparation for 
General Practice: J. S. DeTar, M.p., 55 W. Main, Milan, Mich. ; 
Jesse D. Risinc, m.d., University of Kansas Medical Center, 
Kansas City 12, Kan.; Malcom E. Phelps, M.D., 203 S. 
Macomb, El Reno, Okla.; Mr. Cuartes E. Nyserc, Volker 
Blvd. at Brookside, Kansas City 12, Mo. 


1 
a 
po 
l. 
n 4 
y= 
| 
7 
r- | | 
3 Joes | 
d, 
\ / 
| 
it 
| 
15 


GP Volume XIX, Number? 


pe 
® 
~ 
5 
eae -Brand of Dimethoxanate hydrochloride SYRUP 


umber 2 


GP February 1959 


C. Thomas Flotte, M.D. is coordinator of medical education for national 
defense, University of Michigan, and as such, is well qualified to write on “The 
Medical Management of Mass Casualties,” this month’s Practical Therapeutics 
article. Dr. Flotte is also assistant professor of surgery and postgraduate education 
in the University’s medical school and surgical consultant, University Health 
Service. A graduate of Jefferson Medical College, he took an internship at the 
college hospital and a four-year surgery residency at Michigan. For two years he 
was on active duty with the Navy medical corps in the South Pacific. Dr. Flotte 
is attending surgeon at the Ann Arbor VA Hospital. Page 132 


This Month’s Authors 


Bertram B. Moss, M.D., Academy member from Chicago, wrote “A Medical 
Viewpoint for Prevention of Crime.” Secretary of the Illinois Academy of Crim- 
inology, Dr. Moss is medical consultant to the U.S. Parole and Probation Depart- 
ment of the northern district of Illinois. He was formerly medical consultant to 
the Cook County (Ill.) sheriff’s office. From 1952 to 1954, Dr. Moss served as 
chief psychiatrist, U.S. Disciplinary Barracks, Camp Gordon, Ga. Dr. Moss, 
who received his B.S. degree from Northwestern University and his medical de- 
gree from the Chicago Medical School, is currently secretary of the Academy of 
Psychosomatic Medicine. Page 92 


Alexander Schirger, M.D., a native of Prague, Czechoslovakia, he received his 
medical degree from Prague’s Charles University in 1950. After interning at the 
Tabor, Czechoslovakia, State District Hospital, Dr. Schirger came to this country 
and took an internship at St. Elizabeth Hospital, Lincoln, Neb., and a residency 
at Lincoln General Hospital. In 1954, he became a fellow in medicine of the Mayo 
Foundation. Later he was appointed assistant to the staff of Mayo Clinic’s sec- 
tion of medicine, and received a master of science degree from the University of 
Minnesota. Dr. Schirger worked with Drs. W. J. Martin and D. R. Nichols in writing 


**Antibiotic Therapy: Clinical Application of Available Agents.” Page 102 


Roy E. Swenson, M.D. is a Columbus, Ohio, surgeon. The author of “Iodine 
Metabolism, Requirement and Goiter Prevention,” Dr. Swenson graduated from 
the Washington and Jefferson College and from the University of Pennsylvania 
School of Medicine. Following an internship at Pittsburgh’s Mercy Hospital, he 
was a fellow in surgical research, Ohio State University, and later received a 
master of medical science degree. Dr. Swenson also served a surgical residency 
at White Cross Hospital, Columbus, where he is currently an active member of 
the senior attending staff. He is a member of the American College of Surgeons 
and the American Goiter Society. Page 84 


Irving S. Wright, M.D. was one of the pioneers in the modern study and treat- 
ment of peripheral vascular diseases. Professor of clinical medicine, Cornell Uni- 
versity Medical College, Dr. Wright is a member of the National Advisory Heart 
Council’s planning committee and is civilian consultant in medicine to the Army 
Surgeon General. Past president of the American Heart Association, Dr. Wright 
has been chairman of the first and second National Conference on Cerebral Vascu- 
lar Disease. In 1954, he was named to the President’s Committee on Employment 
of the Physically Handicapped. Dr. Wright's article is “A Profile of Cerebral 
Vascular Accidents Today.” Page 117 
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Little cold sufferers 
REATER RELIEF 


‘will get 
with 


ovahistine Elixir 


Novahistine Elixir combines the 
action of a quick-acting sympatho- 
mimetic with an antihistaminic g 
for a greater lecongestive 

Each 5 cc. teaspoonful contains: 
Phenylephrine hydrochloride. _, 5.0 mg. 
Prophenpyridamine maleate. ..--1 5 mg. 
Chloroform 13.5 mg. 
|-Menthol . 1.0 mg. 


: Children—1 teaspoonful, three 
or four times daily. Infants under 1 year 
—\k to 4 teaspoonful, three or four 


times a day. 
Supplied in 4 02., pint and gallon bottles. 


PITMAN-MOORE COMPANY 
DIVISION OF ALLIED LABORATORIES, INC. 
INDIANAPOLIS 6, INDIANA 
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Yours Truly... 


LETTERS FROM OUR READERS 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


No Slobbering Thanks 


Dear Mr. Cahal: 

Your analysis of The Doctor Business in the November 
GPis exactly what I expected. Someone else might have 
flobbered over the book because it is friendly to the 
Academy and the family physician; or might have annihi- 
lated the book because its fundamental orientation differs 
from that of the Academy ; or might have pretended that the 
book does not exist, attempting thereby to shield family 
physicians from “‘dangerous thoughts.” But you remained 
incharacter. You located the heart of the matter, evaluated 
itfrom the family physician’s point of view, communicated 
itto your membership and went on about your business. 

It would be presumptuous of me to thank you. Yet, con- 
B fidering the contortions through which others have been 
putting themselves in order to avoid facing my little book, 
Mhink I’m entitled to remark on your adult performance. 

RicHarD CARTER 
Ossining, N.Y. 


PS. I also got a big wallop out of your critique in the 
December issue (page 171, ‘‘Practitioner’s Bookshelf”). I 
tow feel like the guy in the old joke, the explorer ambushed 
hostile elements who stuck spears through him and left 
tim nailed to a tree. Four days later the rescue party ar- 
med and asked if he felt any pain. “Only when I laugh,” 
ie said. Your final paragraph is priceless. 

There is just one correction. Your quote from page 15 
Mthe book omits the word “all” which appears between 
the words “pay” and “bills” in the actual text. Omission of 
fat word makes considerable difference. 


The sentence should have read: “Organized medicine has 


Wen fichting against coverage of the American population by 
Medical insurance adequate to pay all 
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Sparkman (Ark.) Needs Doctor 


Dear Sirs: 

My late husband, Dr. J. E. M. Taylor, passed away just 
three and one-half months after he occupied his new clinic. 
This community joins me in the effort to find a doctor to 
take over his practice. 

The clinic, located in Sparkman, Dallas County, has 
nine rooms upstairs that will accommodate 12 beds. The 
first floor consists of white and colored waiting rooms, one 
white and one colored bedroom, one full bathroom and one 
half bath, two consultation rooms, an emergency room, 
dark room for x-ray, a kitchen, large corridor and a two- 
car car port at the rear of the building. 

This building is red brick, has central heating and cool- 
ing and is modern in every way. 

Sparkman, Ark. is on Highway 7, about 85 miles south 
of Little Rock and 65 miles south of Hot Springs. Good . 
highways make possible easy traveling to both places. 
Arkadelphia, a college town, is 24 miles west. 

The town of Sparkman has a population of 1,000, with a 
trade population of about 3,000. We have a consolidated 
high school and grade school. 

We have several very nice churches in our community. 

In years past we had four doctors in our town. We now 
have one doctor who is very nice and would welcome an- 
other doctor to our town. In addition to the one doctor we 
have one registered pharmacist. 

To help a doctor become established I will give him the 
first three months rent free, the remainder of the first 12 
months the rent will be at a reduced rate, or I will sell the 
building to him. 

Any interested physician please write me or phone 33. 

Mrs. J. E. M. Taytor 
Box 67 
Sparkman, Ark. 
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Take It Off, Take It Off! 


I want to express my appreciation for the publication of 
my article in the December 1958 issue of GP. 

I would, however, like to mention the fact that I can not 
and do not condone the examination of patients as indi- 
cated in the picture by the two models where the physician 
is examining his patient through a T-shirt. 

I would be interested in knowing if others noticed this 
small slip-up. 

NaTHAN F. Trou, M.D. 
Jersey City, N.J. 


They certainly did. Oh, for a hole in that undershirt. 
—PUBLISHER 


Dear Sirs: 

I never thought I would see a graduate M.D. listen to a 
heartbeat through a cotton jersey, such as the one shown 
with the article, ‘°The Modern Medical Examiner for Life 
Insurance.” 

I do hope insurance companies pick their examiners with 
more caution than you pick your pictures. 

B. W. LAvALLEE, M.D. 
Cobdurg, Ontario 


. Dear Sirs: 


I am shocked by the picture on page 168 of the Dc. em- 
ber issue of GP. 

It is poor publicity for the quality of medicine the 
Academy is supposed to stand for to suggest that a doctor 
would auscultate through a man’s undershirt. I am stire no 
insurance company would approve it and I doubt if any 
member of the AAGP would do it. 

Joun D. Denison, 
Gardiner, Me. 


Dear Sirs: 

In Mississippi it is considered sloppy practice to use a 
stethoscope through the clothes. I believe most of my 
patients know better. 

R. B. ZELLER, M.D. 
Hazlehurst, Miss. 


Dear Sirs: 

Page 168 of the December GP has a picture of an ex- 
aminer with a stethoscope on an “undressed” chest. This 
fault was pointed out in the North Carolina Study. Good 
ammunition for any who want to shoot! 

Rosert H. Tinker, M.p. 
Portland, Ore. 
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RE: 1322330— 20548 


A copy of the following letter addressed to a Blue Cross- 
Blue Shield office in Chicago was sent to an Academy member 
in the Midwest. To point up the difficulties one Blue Shield 
jolder had when he transferred his coverage from one city to 
other, the physician sent in the following classic: 


Dear Sirs: 

[ wish to acknowledge your recent letter and at the 
ame time advise you that I was aware of the ‘effective date’ 
of 20973-93 as being 10-15-58. 

In that subject admission came before subject effective 
date, the certificate number 1322330-20548 (Indianapolis) 
should have been used (as was the case in the hospital, 
when they submitted their claim). Subject policy became 
elective 8-1-58, before being transferred to the Chicago 
ofice on 10-15-58. Policy 1322330-20548 was being paid 
direct (to Indianapolis), after being changed from 1322330- 
20036 and prior to 20973-93 (Chicago) and present group. 

With a copy of this letter, I am asking my doctor to 
make subject claim thru the Indianapolis office, using 
1322330-20548, which was in effect at the time of hospital 
admittance and surgery. 1322330-20548-G09002. 

It is the understanding of the undersigned that my 


present coverage, 20973-93, is both Blue Cross and Blue 
Shield. If this is not the case, please advise. In fact, advise 
anyway. My understanding is to this effect. Though I have 
cards stating both Blue Shield and Blue Cross I’d as soon 


have a letter stating same to avoid any future misunder- 


standing. 
NaME WITHHELD ON REQUEST 


Who Draws the Line? 


Dear Sirs: 

~ In reading over your last issue of GP I was greatly sur- 
prised to find your good magazine stooping to try to find 
some supposed dirt to fill up your editorial column. I did 
think that your magazine was mature and for the advance- 
ment of medical education. 

Regarding the editorial, “Vis Medicatrix Naturae,” I 
believe if you will check more accurately you will find out 
that Andrew Taylor Still was a doctor of medicine and 
served as such in the Civil war. He also practiced under 
such a degree for several years. The surprising thing was 
that both he and most other doctors of medicine of the 
Nineteenth Century failed to cure very many people. In 
fact, many were made much worse by a doctor’s visit. 

It was only after Dr. Still found a method of treatment 


OVERLOAD IS UNNECESSARY—this unusually PRESCRIBE SIMRON BETWEEN MEALS — the daily 
e iron (30 mg. instead of the usual 100 mg. dose is one capsule (containing 10 mg. iron as 
) provides the hemoglobin rise necessary to cor- ferrous gluconate) t.i.d. *Sacagen—400 mg. per capsule. 


ion deficiency anemia. The reason is a dramatic 
aid to iron absorption. * 


GASTRIC IRRITATION — nausea/diarrhea... 
the black stool which can hide a serious con- 


THE WM. S. MERRELL COMPANY 


...afe usually absent. —rraoemanxs: “sacacen,* ‘simmons NEW YORK CINCINNATI ST. THOMAS, ONTARIO 
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sleepers 


® Although advanced age itself is not detrimental 
to sleeping well, elderly people who live alone, 
including both widows and widowers, sleep less well 
than those who are married. Sleep during the day 
does not cut into nightly rest in this group. 

* * 
® Sleep paralysis may occur more often than realized. 


It happens just before and after sleeping, lasts from 
a few seconds to a few minutes—may be 


accompanied by the inability to speak or hallucinations. 


It is not necessarily accompanied by narcolepsy or 
catalepsy. Depending upon the case, psychological, 
physiological or no treatment may be given. 


* * * 


“Come, sleep, O sleep, the certain knot of peace, 

The baiting place of wit, the balm of woe 

The poor man’s wealth, the prisoner’s release, 

Th’ indifferent judge between the high and low. . . .”’ 
—Sir Philip Sidney 


You can trust LorusaTe®—new intermediate- 

acting barbiturate—to bring sleep quickly 

and dependably. It puts patients to sleep in fifteen to 
thirty minutes—sleep that lasts a natural sleep 

span of six to eight hours. Former insomniacs awake 
refreshed—without lethargy. LorusaTE’s new 

form, slender purple Caplets,® is not easy for patients 
to recognize, will appeal to those who resist 

“sleeping pills,” particularly geriatric patients. And 
add a prescription for Lotusate to the next 
International Certificates of Vaccination that you 
make up for a traveler-patient. 


LABORATORIES 
New York 18, N. Y. 


Lotusate (brand of talbutal) and Caplets, trademarks reg. U.S. Pat. Off. 
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that would do more good than the then current methods of 
practice that he changed to the osteopathic approach. If 
you will check again you will also find that before the 
advent of antibiotics the osteopathic profession had a :nuch 
lower morbidity and mortality rate than some so-called 
ethical practitioners. 

In fact it has been a very few years since any coctor 
has had much to offer a patient of any great consequence. 
Therefore there might be a very fine line between the term 
quackery and ethical medicine. 

So far in my limited experience I have failed to find any 
doctor of any profession or specialty that knew everything 
and certainly never have I found one that has cured every- 
one. The cemetery of each city wouldn’t keep growing if 
there were such healers. Who has the right to say which 
is the front and which is the back door? And since when 
and for what reason should one phase of a profession rule 
the whole world. 

If you will remember it has been only a very short time 


' (three-four years) since the Cline Committee was sent out 


by the AMA to evaluate the osteopathic colleges in the 
U.S. What was the Cline Report ? It was favorable for com- 
plete and adequate medical education. What happened to 
this report ? It was turned down flatly by the AMA conven- 
tion. Why? Could it be egotism, Phariseeism or just plain 
hypocrisy ? 

Until the day that the world has a more complete medi- 
cal coverage and care it seems to me like it would be better 
for the various professions to work together instead of 
trying to tear each other down. There would be more time 
for patient care. 

V. E. D.O. 
Henning, Tenn. 


GP’s editorial did not discuss “Drew” Still’s education. It 
further did not state (or imply) that “one phase of a profession 
should rule the world.” We are thus at a loss to understand 
Dr. Strickland’s terse objections. Perhaps he would favor open- 
ing all the doors and letting everyone practice medicine. This 
would certainly eliminate the rift (not mentioned by Dr. 
Strickland) between the osteopaths and the chiropracters. The 
answer obviously depends on who draws the line.—PUBLISHER 


Slip-up 


Dear Sirs: 

As far as I know, up to the present time, I have been 
getting GP and find it quite interesting and instructive. 

I just wondered why I was on your mailing list for a 
subscription. Lord knows, with all the organizations I be- 
long to I get more literature and journals than three or 
four doctors could possibly read before the next ones 
come. So, I do not need any extra copies. Or are you going 
to discontinue sending GP to members and charge extra 
for it? I would consider that out of place. However, let 
me know. 

Joun E. Sreset, M.D. 
Chicago, Ill. 
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Each year, subscription cards are sent out to physicians 
throughout the country. Every attempt is made to pull all 
AAGP members from the list. In this case we failed. No, Dr. 
Siebel, there’s been no policy change. Each Academy member 
will continue to receive GP—the subscription fee is covered in 
the annual dues.—PUBLISHER. 


The Friendly Undertaker 


Dear Sirs: 

This letter is being written in the interest of the town of 
Howells, Neb. and its surrounding trade area which is in 
dire need of one or two medical doctors. 

We have a list of local practitioners in this immediate 
area, but are anxious to have an additional physician to 
locate in Howells. 

Any one interested in doing general practice in this 
prosperous rural community should contact us. This in- 
formation will be passed along to the local Chamber of 
Commerce which has purchased a modern doctor’s office 
in Howells. It will be available for immediate occupancy at 
minimum or special terms. 

The community also has living quarters available. There 
are two good 20- to 30-bed hospitals within this area. 
There are good roads. 

Ernest Prucua 
Prucha Funeral Home 
Howells, Neb. 


“According to this analysis there is every indication 
that a small percentage of blood is getting 
into your alcohol stream.” 
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sleep from 


Former insomniacs awake refreshed, without lethargy, 
after sleep from Lotusate, new intermediate-acting 
barbiturate. This somnifacient acts in fifteen to thirty 
minutes—sleep lasts from six to eight hours. 


Lotusate looks different—comes in slender 
purple Caplets®°—120 mg. (2 grains). 


Adult somnifacient dosage: 1 purple Caplet 
15 to 30 minutes before retiring. 


New somnifacient brings sleep— 
without lethargy 


e 
(| LABORATORIES 
New York 18, N. Y. 


Lotusate (brand of talbutal) and Caplets, trademarks reg. U.S. Pat. Off. 
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Mfused by corticosteroid claims? 


NEw Stemisone 


combines clinically- 

proved prednisone with 

aid against the 

unseen side-effects: 
osteoporosis and steroid ulcer. 
Where 
corticosteroids 
are useful, 


Stemisone 


is more safely useful. 
Here’s why: 


‘ Each Stenisone tablet contains: 


5 mg. Prednisone—for anti-inflammatory effects 
20 mg. Methandriol—for nitrogen-sparing action 
Gastric Protectors*—to help avoid steroid ulcer 


Organon 
Organon Inc., Orange, New Jersey 
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=i? 60 mg. Alum. Hydrox. Gel., 70 mg. Cal. Carb., \ 
40 mg. Mag. Carb., 66.6 mg. Regonol®, 
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specific for situational stress 


Motion sickness 
Nausea and vomiting 


PHENERGAN aids in carrying your patients through difficult 
periods of stress. It creates a state of quiescence without depress- 
ing vital functions. Because of its many actions and uses, 
PHENERGAN is used extensively in obstetrics, surgery, and in 
wide-ranging areas of medicine. 


versatile in action indications : 

Psychic sedative Nausea and vomiting 

Antiemetic Motion sickness 

Antihistaminic Surgical sedation 

Analgesic and narcotic Obstetrical sedation 
potentiator 


Oral surgery and dental procedures 
Allergic reactions 


PHENERGAN 


HYDROCHLORIDE Philadelphia 1, Pa. 


Promethazine Hydrochloride, Wyeth 
INJECTION TABLETS SYRUP SUPPOSITORIES 


Comprehensive literature supplied on request 


Surgical and Allergic reactions 


obstetrical sedation 
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PERSONALITIES 


IN THE MEDICAL NEws 


E. Vincent Askey, M.D. and George F. Lull, M.D. 
Two for the Show 


Last May, GP went out on the proverbial limb to pre- 
dict that Dr. Louis Orr would be named AMA presi- 
dent-elect at the June meeting in San Francisco. We 
were right. This year, however, the situation is some- 
what different. We won’t predict the victor, but we 
shall name the two aspirants. When the AMA House 
of Delegates convenes in Atlantic City this summer, 
Drs. Vincent Askey and George Lull will make simul- 
taneous bids for the president-elect assignment. 

Dr. Askey (upper left), speaker of the House of Dele- 
gates since 1955, is a Los Angeles surgeon. His first 
appearance in the national organized medicine spot- 
light came in 1944, when he first served as a California 
delegate. Eight years later, fellow delegates named him 
vice speaker, a post he held three years. Local execu- 
tive duties have included the presidency of both the 
Los Angeles County and the California State medical 
associations. A graduate of the University of Pennsyl- 
vania School of Medicine, Dr. Askey took both an 
internship and residency in Philadelphia. He has 
practiced surgery in Los Angeles since 1924 and isa 
fellow of the American College of Surgeons. 

Dr. Lull (lower left) formally retired as assistant to 
the president of the AMA on January 1. In so doing, 
he made it clear that he is in the running for president- 
elect. Prior to his year’s service as presidential aide, 
Dr. Lull was the organization’s secretary-general 11 
years. A graduate of Jefferson Medical College, he 
served 34 years in the U.S. Army Medical Corps, retir- 
ing as a major general. At one time, he was deputy 
Surgeon General and also medical advisor to the Gov- 
ernor General of the Philippines. Dr. Lull has been 
awarded the Distinguished Service Cross, the French 
Legion of Honor and Cuba’s Order of Carlos Findlay. 

Although political panoramas are characteristically 
nebulous, Dr. Lull seems to have the inside track. 
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William L. Mitchell 
The Year-’Round Santa Claus 


TAKING OVER his former boss’ job as Social Security 
Administration commissioner is William L. Mitchell, 
who has held the number two post in the department 
12 years. Perhaps Mr. Mitchell will not be “taking 
over” as much as he would like, since Charles Schott- 
land, in his resignation, indicated that he hopes to con- 
tinue his association and active interest in social secur- 
ity programs. It may be that Schottland envisions 
himself as another Wilbur Cohen. Mr. Mitchell may 
not invite his ‘‘active interest.” 

William Mitchell has been in government service 
since 1922 when he was with the Department of Build- 
ings and Public Grounds. During this period, he at- 
tended the Georgetown University School of Foreign 
Service. For the next ten years he served the Bureau 
of Domestic and Foreign Commerce in five cities across 
the nation. His next job was as a state and regional 
compliance director, NRA. In 1936 Mr. Mitchell joined 
the Social Security Board as director of the Bureau of 
Business Management. Two years later he was assistant 
executive director. He also served as associate director 
of the Bureau of Employment Security. 

Recipient of HEW’s Distinguished Service Award 
for 1955, Mitchell headed the American delegation at 
the Inter-American Committee on Social Security, 
Caracas, Venezuela, the same year. 
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On the Calendar 


Academy chapter meetings and postgraduate courses, as well as 
other medical meetings in which general practitioners will have 
an interest, will appear here monthly. 


*Classified by the Commission on Education as acceptable for 
postgraduate study credits under Category I. Members should 
report actual hours of attendance. Maximum hours listed when 
available. 


*Feb. 16-17. University of Kansas School of Medicine and Kansas 
Medical Society, course on hematology: thrombosis, em- 
bolization and fibrinolysis, University of Kansas Medical 
Center, Kansas City, Kan. (14 hrs.) 

*Feb. 16-18. Atlanta Graduate Medical Assembly; Atlanta Bilt- 
more Hotel, Atlanta, Ga. (18 hrs.) 

*Feb. 16-20. New York University-Bellevue Medical Center, full- 
time seminar in dermatology and syphilology (for gen- 
eral physicians), New York City. (35 hrs.) 

*Feb. 17-20. lowa chapter and State University of lowa, course 
for the general practitioner, lowa City. (26 hrs.) 

*Feb. 18-19. University of indiena, course on anesthesiology 
for the general practitioner and the part-time anesthe- 
siologist, Indianapolis. (14 hrs.) 

*Feb. 18-19. University of Kansas School of Medicine and Kansas 
Medical Society, course on peripheral vascular disease, 
University of Kansas Medical Center, Kansas City, Kan. 
(14 hrs.) 


_ *Feb. 18-20. New York University-Bellevue Medica! Center, full- 


time course on orthopedics in general practice, New 
York City. (20 hrs.} 

*Feb. 18-20. University of Texas Postgreduate School of Medicine, 
fourth annual course on anesthesiology, Texas Medical 
Center, Houston. (21 hrs.) 

*Feb. 19. Greater Kansas City chapter, Wyandotte (Kansas) chap- 
ter and University of Kansas School of Medicine, course on 
psychosomatic problems, University of Kansas Medical Cen- 
ter, Kansas City, Kan. (4 hrs.) 

*Feb. 20-22. Lovisiana chapter, seminars on hypnosis, Roosevelt 
Hotel, New Orleans. (20 hrs.) 

*Feb. 23-24. University of Kensas School of Medicine and Kansas 
Medical Society, course on electrocardiography, Univer- 
sity of Kansas Medical Center, Kansas City, Kan. (14 
hrs.) 

*Feb. 24-25. Cleveland (Ohio) chapter, course on geriatrics, Huron 
Road Hospital, Cleveland. (12 hrs.) 

*Feb. 25. University of Indiana, course on orthopedics—back- 
aches, Indianapolis. (7 hrs.) 

*Feb. 25-Apr. 1. Queens County (New York) chapter, course on 
allergy, Wednesdays, Terrace Heights Hospital, Hollis, N. Y. 

(6 hrs.) 

*Feb. 26-28. Levisiana chapter, course on surgery of trauma, 
Hutchinson Memorial Building, New Orleans. (15 hrs.) 
*Mar. 1. Southwestern Ohio Society of General Physicians, course 
on psychiatric problems handled by the general physician, 
Cincinnati College of Medicine Auditorium, Cincinnati. (5 

hrs.) 

*Mar. 2-4. University of Minnesota, course on pediatrics for 
general physicians, Minneapolis. (15 hrs.) 

*Mar. 2-5. Louisiana chapter, graduate medical assembly, Roose- 
velt Hotel, New Orleans. (20 hrs.) 

*Mar. 2-6. University of Okiahoma, course on advance electro- 
. cardiography, Oklahoma City. (3 hrs.) 

*Mar. 2-12. University of Minnesota, mediclinic of Minnesota, 
Ft. Lauderdale, Fla. (32 hrs.) 

*Mar. 4-5. University of Indiana, course on general subjects of 
current, interest—obstetrics and gynecology, Indian- 
apolis. (12 hrs.) 

*Mar. 5-7. Lovisiana chapter, course on anesthesia, Hutchinson — 
Memorial Building, New Orleans. (15 hrs.) 


CONTINUED ON PAGE 249 
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Assimilable Protein -35% 
in Pablum High Protein Cereal! 


Baby gets a protein “boost”—in quality and in This chart shows results of a test in which labor- 
quantity — with Pablum High Protein Cereal. troled conditions for sx weeks, Note the be ' 
Slow-cooked at low temperature — so cell walls ee eee 
are broken down for complete digestion without ‘i CEREAL “A” (High protein fomily cereal) 
denaturizing the proteins. Of its food value, 35% 
is high quality protein— more than in many 
foods popularly called “protein-rich.” Made to 
pharmaceutical standards. Enriched with 
vitamins and reduced iron for healthy growth. 
Smooth for easier feeding. 


You can specify Pablum Products with confidence 


PABLUM HIGH PROTEIN CEREAL « OATMEAL « RICE CEREAL 
MIXED CEREAL + BARLEY CEREAL + ASSORTED PAK 


Mead Johnson 


Symbol of service in medicine 


©1959, PABLUM PRODUCTS DIVISION OF MEAD JOHNSON & COMPANY © EVANSVILLE 21, INDIANA 


GP Volume XIX, Number 2 


4 
hy 
\ 
PABLUM BABY BISCUITS 
38 


Ten Years of Socialism 


A FEW MONTHS AGO, Britain’s National Health Service 
celebrated its tenth anniversary. The following facts 
and figures are from an article in the London Observer. 

In ten years, the NHS has cost the nation 5,000 
million pounds or $14 billion. Each year, the Health 
Service spends about 3.7 per cent of the total national 
income. Of this amount, doctors in general practice get 
10 per cent, hospitals get 57 per ceat. 

GP does not currently intend to appraise Britain’s 
socialized medicine plan. This has been done many 
times. 

But the Observer article does point out one obviously 
defective link in the NHS chain. The plan has pushed 
the general practitioner far out on a professional and 
financial limb that is inherently very weak. The arti- 
cle properly deplores any “unbecoming preoccupa- 
tion... with matters of economic self-interest” but, 
at the same time, recognizes this as “a symptom of 
deep-seated dissatisfaction and frustration.” 

Worse yet, the NHS still puts a premium on inferior 
medical care. A full patient panel, by NHS standards, is 
3,500 patients. The Observer acknowledges that this 
many patients “‘cannot be looked after efficiently.” But 
ifa doctor sees fewer patients, his income suffers pro- 
portionately. The Observer concludes that “tthe good 
doctor can earn no more than the bad, and often works 
harder to earn much less.” 

Under the NHS system, the doctor’s expenses are 
estimated to be a rigid and unvarying 34 per cent of 
the capitation fee. Here again, there is no distinction 
between different standards of practice. If a doctor can 
cut his expenses below the arbitrary 34 per cent, by 
fudging here and there, he makes more money. The 
Observer calls this a “supreme paradox.” 

The article points out that for all practical purposes, 
the nation has two medical care systems. One brand of 
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Editorials 


medicine is practiced by hospitals, another by family 
doctors. It adds that this has created a chasm between 
family doctors and specialists and that in some quarters 
the family doctor must cope with “a thinly disguised 
contempt” that classifies him as “the unskilled 
labourer of medicine.” 

The capitation system perhaps also obscures a real 
shortage of physicians. In effect, it simply multiplies 
the number of doctors by 3,500 patients-per-doctor 
and contends that there is obviously no shortage. Any- 
one with a beginner’s grasp of statistics can riddle this 
fallacious conclusion. In fact, it requires only a child’s 
portion of common sense. 

The Observer article was sent to GP by Academy 
Member Sydney H. Manners, Kew Gardens, N. Y. Dr. 
Manners, formerly a British physician, enclosed a note 
pointing out that he “was fortunate enough to antic- 
ipate events and emigrate from Britain in 1949, a year 
after the Health Service began.” It would seem that 
Dr. Manners showed rare perambulant perspicacity. 


Uncle Wilfred and the Commercialruptor 


Orpinarity, when Uncle Wilfred writes to GP, he 
makes a comment or an observation that he hopes 
will be published among the editorials. It has never 
been necessary to print all of one of his letters. Re- 
cently, however, he wrote for the first time to make a 
request. And it’s difficult to see how we can help him 
without publishing the whole letter. 

“Dear Ed,” he wrote, although he knows that 
there’s nobody named Ed on GP’s staff— 

**Dear Ed, 

“You know me pretty well by this time. I never 
write to you unless I have a complaint or want to give 
somebody the deep needle. Well, this time I have no 
complaint and my needle is out on loan. No, I want 
you to do me a favor. You’d better relax and let 
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somebody else worry about the deadlines for a while, 
because this is going to be a longer letter than usual. 

“Some time ago, a smooth-talking gentleman called 
me on the telephone. He came right to the point. He 
asked me if I prescribe the ingredients in you-know- 
what for my patients when they have a ‘nervous’ head- 
ache. I told him no—that I usually tell such people 
to take an aspirin tablet, a long walk and a hot bath. 
He thanked me politely, and I thought ‘That’s that,’ 
and went back to work. 

“Well, that’s not that, you might say, because the 
incident plagues me every time I watch one of my 
favorite TV shows. Just about the time things are 
getting hot, that same smooth-talking gentleman (I 
think it’s the same man, though I must say I can’t be 
sure)—+that same gentleman commercialrupts (sic) 
the story to say, “Three out of four doctors recommend 
the ingredients in you-know-what when headache 
strikes,’ or something like that. 

*‘Now, it was evident to me the very first time, that 
I must be the fourth doctor. And, I’ve been trying to 
find those other three. I’ve asked every doctor I’ve 
met—no luck. Why, last March at the Academy 
meeting in Dallas, I'll bet I asked 3,000 doctors if 
they were among the three. 

**So, it looks to me like I need your help. I know it’s 
no use to write to the JAMA. They never print any 
of my stuff. But you’ve been very considerate, espe- 
cially when I think of some of the things of mine 
you’ve printed. 

“That’s about it. I need your help to find those 
three doctors. I want to correspond with them. If you 
find them and let me know their names, I promise to 
be gentle. I just want to ask them to call that smooth- 
talking gentleman and tell him they’ve stopped using 
the ingredients in you-know-what under any circum- 
stances. I reckon then he’ll have to change what he 
says in his commercialruption. 

**That’s all I want—a little change. I’m real tired of 
that particular statement, and I feel so self-conscious 
about being that fourth doctor, I sometimes wish I’d 
said ‘yes’ when the man called me. It’s gotten so bad 
that last Saturday night, I had to take an aspirin 
tablet, a long walk and a hot bath. 

**Yours in desperation, 
“Uncle Wilfred” 

If anyone can supply GP with the name and address 
of one or more of the three doctors in whom Uncle 
Wilfred is interested, it may be possible to begin the 
New Year with a good deed. To those who are in- 
terested, and to Uncle W. himself, it should be recalled 
that the commercialruptor doesn’t say “three out of 
four doctors of medicine.” Uncle Wilfred may be the 
only M.D. who received a call. 
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Periodic Examinations 


EverYonE—medical profession and public alike—has 
heard something about the value of periodic meilical 
check-ups as an application of “preventive medicine,” 
Yet, there is confusion about some of the issues in 
connection with -this practice. At least in part. the 
confusion can be blamed upon a failure to distinguish 
between regular visits to the physician by a patient who 
has symptoms or a known infirmity and regular visits 
by people who consider themselves healthy. 

It is not so difficult to encourage visits from the 
former type, and they naturally reveal a large number 
of abnormal findings. Visits by those who suppose 
themselves to be healthy are more difficult to en- 
courage, and the “yield” of abnormalities could be 
expected to be relatively small. Indeed, some physicians 
wonder whether periodic examinations of the “healthy” 
are worth all the trouble and expense they entail. 

Perhaps the results of a study now in progress will 
clearly indicate the value of the periodic health assay 
as a means to disclose “silent” abnormalities or to 
apply techniques that will prevent illness. Meanwhile, 
however, more and more people are going to physicians 
for the sole purpose of a check-up. And, for several 
reasons, the medical profession has a pain in its public 
relations in connection with this problem. 

Reason number one is the “brush-off.” The patient 
sees the physician or tells him on the phone, “Doctor, 
I feel fine, but don’t you think it would be a good idea 
for you to give me a thorough check-up?” And the 
doctor, being busy or perhaps skeptical of the value of 
such a procedure, rebuffs the patient with something 
like, “Well, I'll examine you if you insist, but you'll 
be wasting my time and your money. You’re as healthy 
as an ox.”” Now, maybe this patient once knew a sick 
ox, or maybe he has been listening to propaganda about 
early detection of cancer or tuberculosis, or maybe he 
has a friend who had had no idea that he was sick until 
a life insurance examiner found high blood pressure. 
In any event, he may not like the doctor’s attitude, and 
then he’s likely to transfer his resentment to the 
medical profession as a whole. 

Reason number two is the “‘lick-and-promise.” Here, 
friend patient gets an appointment for his check-up, 
but the whole thing turns out to be a travesty on what 
he expected. Far from being analyzed, his state of 
health is hardly noticed in the course of the examina- 
tion, and the whole thing ends abruptly when the 
physician says, “You’re fine. Come in for another 
check-up in about a year.” Regardless of the size of the 
fee, the patient feels cheated, and from then on, his 
reactions are about the same as under the circum- 
stances of reason number one. 
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Reason number three is “great expectations,” and 
this is the trickiest of all. It comes about because there 
can never Le a standard procedure for examination of 
people who believe themselves to be healthy. But 
physicians have not made that fact clear to the public. 
Perhaps this reason has its origin in pediatric practice. 
Check-ups of well babies can be pretty well stand- 
ardized, and such check-ups have wide public accept- 
ance. So, thinks the public, similar standardization 
should be possible for grown-ups. However, beyond 
infancy, there is increasing need to vary the check-up 
(including its health-counseling session) to suit the 
individual. True, it is possible to outline minimum 
requirements for check-ups, but a final decision about 
the method of check-up for an individual patient can 
be made only during the check-up itself. It will vary 
according to age, sex and other circumstances. 

Reason number three would not be so serious a prob- 
lem if it were not for the fact that some physicians (and 
clinics) have devised an expensive method for dodgirg 
their obligation to make the check-up fit the individual 
patient’s needs. They throw everything into the 
check-up, including a couple of dozen special tests, 
hoping thereby to avoid ever missing a trick. That kind 
of shotgun examining is more unscientific and more 
wasteful than the oft-condemned shotgun prescription. 

Shotgun periodic check-ups, as practiced by some 
physicians, have an unfortunate and highly undesirable 
influence upon more discriminating physicians. For 
example, Dr. A has always had the policy of suiting 
the check-up to the individual. Now he is asked to give 
such service to Mr. X. He does it in the usual way, and 
he thinks he has been thorough. Then he sits down 
with Mr. X for a health-counseling session. As the 
doctor starts to talk, Mr. X interrupts. “Doctor,” he 
asks, “are you all through with the examination?” 
“Why, yes,” is the reply, “except for giving you the 
report of my findings, and some advice about some of 
the circumstances in your life.” Then Mr. X drops the 
bomb. He wants to know why the doctor didn’t per- 
form the other 15 tests that had been a part of the 
check-up he received last year at the Midwestern Clinic. 

Perhaps Dr. A can make Mr. X understand that 
those 15 other tests are unnecessary. If so, it is likely 
that Mr. X will tell his friends that the Midwestern 
Clinic is a gyp joint. On the other hand, if Mr. X goes 
away with the feeling that his check-up by Dr. A was 
not so complete as it should have been, X will prob- 
ably be heard later denouncing the solo practitioner 
and telling his golfing companions that you can’t get a 
thorough check-up anywhere else than the Midwestern 
Clinic. In either event, the pain increases in the pro- 
fession’s public relations. 7 

To sum it all up, periodic health examinations are 
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becoming a fixture in the minds of more and more 
people. Properly done, such examinations probably 
serve a useful purpose. At present, however, the 
medical profession has a large obligation to let the 
pul lic know the facts about check-ups and an even 
more urgent obligation to educate its own members. 


The Blue Cross Battle 


Dr. Basu. C. MacLean, president of the Blue Cross 
Association, apparently thinks that Blue Cross plans 
represent ultimate salvation and that “commercial” 
health insurance plans are to be studiously avoided. 
We have for some time been aware that areas of friction 
exist between the two but we have also thought that 
somewhere, at a perhaps subliminal level, a kindred 
spark survived. Dr. MacLean has now convinced us 
otherwise and erased any visionary remnants of doubt. 

This comes as quite a blow to anyone who has been 
prone to consider both Blue Cross and ‘“‘commercial” 
plans as related forms of voluntary health insurance. Dr. 
MacLean even cringes at the possibility of coexistence. 

In a recently-distributed 22-page pamphlet, Dr. 
MacLean purports to discuss Blue Cross hospital 
payments. He also chooses to propound the ethno- 
centric Blue Cross philosophy. Blue Cross, he would 
have us understand, is the only logical answer to 
compulsory health insurance; the so-called. “com- 
mercial” plans are considered uniformly evil. 

The Blue Cross approach, he adds, is “diametrically 
opposed” to the commercial insurance principle. This 
seems like a rather strong statement. But Dr. MacLean 
elaborates. He points out that unless Blue Cross wins 
the enrollment vendetta, “extensive government in- 
tervention . . . will be inevitable.” 

It took a little digging to unearth the reasons for 
the rift and the diametric differences. If we under- 
stand Dr. MacLean correctly, Blue Cross not only 
has a contractual arrangement with hospitals but also 
feels a rather patronizing responsibility to the com- 
munity as a sociologic segment of the nation. It per- 
forms, in Dr. MacLean’s words, a “unique community 
function.” Unlike its commercial counterpart, Blue 
Cross ostensibly provides “a communitywide non- 
profit, and noncommercial system for financing hos- 
pital care.” 

There’s nothing malodorous about this approach. 
Indeed, it’s substantially commendable. But we don’t 
see that it justifies a frontal attack on the commercial 
health insurance industry. In fact, we feel obliged to 
mention that many commercial companies offer ex- 
cellent policies and have so far shown the only real 
interest in deductible and coinsurance plans, both 
earlier endorsed by GP. 


81 


ical 3 

in 
the 

ish 
vho 
sits 
the 

ber 
ose 
en- 
be 
ans 
ry” 
will 

say 

to 
ile, 

ans : 
ral 
slic 

ent 
or, 
dea 
the 
of = 
ing 
u'll 
thy 
ick 
out 
he 

atil 

re. 

nd 

the 
re, 

Up, 
hat 
of 
na- 

the 

ner | 
the | 
m- 
er? 


We thought one statement was especially mislead- 
ing. Discussing the two alien systems, Dr. MacLean 
says: “The commercial insurance industry admits 
frankly that it makes no attempt to provide a com- 
munitywide system for financing hospital care. Nor 
does it aim to provide complete protection against the 
unpredictable costs of hospital care for all people in 
the community without regard to status of employment, 
age or health.” 

We were not aware, from personal experience or 
otherwise, that Blue Cross provided complete protec- 
tion, covering all hospital care costs. For that matter, 
we know of no policy that does pick up the entire 
tab. We would probably not endorse such a program 
that would, by its very nature, be subject to con- 
tinuous abuse. 

Dr. MacLean heartily endorses spreading the hos- 
pital care burden proportionately over “members of 
the whole community.” We suggest that this smacks 
of welfare statism and hints that Blue Cross has big 
ideas. 

We still see no reason why both branches of the 
tree (if two really exist) can’t allow each other to grow 
and thrive independently. Neither should feel that 
the other has no reason to exist and if one is to perish, 
we submit that the consuming public will make this 
inexorable decision without Dr. MacLean’s assistance. 


In Measures Metric 


In GP tuts MontH, Ralph W. Ernsberger tells the 
story of how Eli Lilly and Company adopted the metric 
system of weights and measures. At the time of the 
change, in January, 1957, the company was using a 
mixture of the metric system and the avoirdupois- 
apothecary system. 

That was no easy conversion. It was undertaken 
only after thorough study of all the problems that 
would arise, and after corresponding education of 
personnel. In fact, almost 11 years had elapsed from 
the time consideration was first given to the change 
until it was accomplished in 1957. 

Mr. Ernsberger describes the advantages that have 
resulted from the conversion. Those advantages would 
be evident to any physician—indeed to any scientist 
who has had to contend with the hybrid method that 
currently prevails in the United States. Eli Lilly and 
Company, and other pharmaceutical companies that 
have followed suit, are to be commended for their 
leadership in adopting the metric system. It is to be 
hoped that their example will stimulate a national 
change to measures metric. And the sooner the better, 
will say the parents of children studying high school 
physics. 
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Pilots and Doctors 


Stuart G. Tipton, president of the Air Transport 
Association, recently told the Boston Rotary Club that 
the pilot’s union likes to compare itself to the AMA. 
The union, known as the Air Line Pilots Association, 
is apparently pointing to subliminal similarities and 
ignoring the basic fact that the ALPA is a labor union 
and the AMA is a professional association. We tend 
to cringe when the two are compared. This does not 
mean that we fail to recognize the rightful place of 
trade unionism. Instead, it simply means that we can’t 
properly compare a wages-and-hours bargaining 
agency and a voluntary scientific society. 

If at no other point, the comparison breaks down 
when salaries and incomes are compared. A recent 
National Opinion Research Center survey shows that 
the average family doctor nets about $15,000 a year. 
Last year, airline captains on domestic routes averaged 
$17,718. Their overseas or international compatriots 
averaged $22,288. These amounts include base pay, 
hourly pay, a day-and-night differential, mileage pay, 
terrain pay, offshore pay, overseas pay and minimum 
payment guarantees. In addition, pilots also get paid 
vacations, retirement and pension plan benefits, free 
pass privileges, paid sick leave, group insurance and 
unemployment insurance. Similar or related benefits 
seldom accrue to a physician. 

With the jet age ready to blast off, ALPA members 
want even more money. If the union has its way, jet 
pilot salaries will range up to $45,000 a year—plus 
fringe benefits. This is at least $20,000 a year more 
than the Civil Aeronautics Board will let a local 
service line pay its president. 

These pilot salaries are being demanded of an in- 
dustry that can’t move in any direction without the 
formal, written permission of a federal government 
agency. As Mr. Tipton points out, two airlines can’t 
share the same loading steps without the bureaucratic 
blessing of the Civil Aeronautics Authority. 

And so we must, with unilateral regrets, deny that 
it is sensible to compare the ALPA and the AMA. Nor 
can we longer let pilots fall back on the old contention 
that their productive years are sorely limited. Many 
jet age pilots will be flying when they are 55 years old 
and none of them needed eight or more years of formal 
education and training. 

One more observation: We know many doctors who 
have been grounded during a pilots’ strike but we 
don’t know a single pilot who ever had to cope with 
an AMA picket line or go without proper medical care 
during a jurisdictional dispute. If the ALPA feels that 
it must establish some sort of cohesive camaraderie, 
we respectfully refer it elsewhere. 
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Progress and the Patient 


Ir Is PARADOXICAL that all our dealings in fields of 
health care are intended ultimately for the patient, yet 
he often gets lost in the shuffle. There are two factors 
here. 

First, because of specialization, because of hurry 
or for a variety of other reasons, we sometimes view 
only a part of the patient. For instance, consider the 
man who has a lame wrist and, on advice of someone or 
by his own decision, sees a physician who is a specialist 
in taking care of a lame wrist. Under those circum- 
stances, the wrist is likely to get good treatment. But 
the other factors that are present in the patient’s life, 
and that may indeed be related to his present infirmity, 
may never be considered. 

A second factor is the tendency, under scientific 
exigencies, to lose the human touch. This is apparent 
in the conduct presently to be observed in the hospital 
as well as in the physician’s office. Some hospitals 
could take a good lesson from the conduct in hotels of 
high type, where everything is done to provide the 
human touch that will make for a satisfied customer. 


Executive’s Dysphonia 


Piry the poor business executive! He needs a stomach 
for all kinds of problems, and they often give him 
nervous dyspepsia or duodenal ulcer. His mind must 
be alert to make clear decisions, and the need for this 
gives him headaches and leaves him dizzy and nervously 
exhausted. 

Communications are the very essence of success 
in the businessman’s administrative activities, and to 
judge from a report by Gardner in Cleveland Clinic 
Quarterly for July, 1958, the executive tends often 
to lose his voice. 

Gardner’s study was concerned with the records of 
49 businessmen afflicted with ‘“‘executive’s dysphonia.” 
These were all people who held executive positions 


that involved command of and communication with a. 


large number of people. They all had vocal disorders 
that could be classed either as purely functional (63 
per cent) or as a result of lesions that came from misuse 
of the voice (37 per cent). The latter category included 
contact ulcers and nodules of the larynx. 

Most of the 49 patients came directly to the attention 
of otolaryngologists because of vocal difficulties. The 
remainder were referred when complaints referable to 
use of the voice came to light as a part of a complete 
physical check-up. The majority of the executives were 
in that age group generally regarded as intellectually 
mature and at the top of the ladder. In addition to 
vocal disturbances, the patients had a multitude of 
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other complaints—largely functional—of which gastro- 
intestinal disturbances led the list. 

Aside from straightforward physical examination, 
the 49 patients were evaluated by a vocal therapist. 
This disclosed some interesting facts about the way 
they were using their voice. The majority had limited 
ranges of speaking pitch and, unlike the man with.a 
normal voice, practically all of the ailing executives 
spoke at or near the lowest pitch of their tonal ranges. 
Indeed, only four of them spoke at their normal levels 
of pitch. 

Use of the voice at the lowermost tonal ranges was 
thought to be the most outstanding problem in these 
patients. Accordingly, they were advised to take lessons 
in use of the voice. Thirty-seven of the patients ac- 
cepted the offer of a training program in “relaxed 
natural phonation.” The voice therapy was successful 
in all: 31 achieved clear voices and six had improved 
voices. Simultaneously, ir those patients having contact 
ulcers or nodules of the larynx, these lesions dis- 
appeared or improved during voice therapy. 

Gardner’s report did not analyze the reasons for 
vocal misconduct by the business executives, nor did 
he speculate about the relationships of such misconduct 
to the executive career. It might be wondered whether 
these men were successful in their careers because 
they spoke in low tones. Or, did they adopt low-toned 
phonation as a consequence of success? Certainly the 
latter possibility is the more encouraging ; it implies that 
executive’s dysphonia is preventable. 


Orchids to the SDCMS 


Tue San Diego County Medical Society has climbed 
on the “welcome wagon.” The plan is designed to 
help people find a family doctor. 

When a patient asks the county society to recom- 
mend a physician, the society lists two or three names 
and mails the patient a “get-acquainted” card. The 
patient then selects a doctor, makes an introductory 
appointment and knows that he won’t be charged 
unless he seeks specific advice or treatment. 

County society doctors usually allow 15-20 minutes 
for a “‘get-aquainted” appointment. They may, if they 
wish, start a file showing the names and ages of all 
family members. 

This is the kind of positive public relations that we 
heartily endorse. Individual members of the county 
society contribute to the total effort. This approach, in 
our opinion, is much better than tossing the ball to a 
public relations committee and expecting overnight 
results. We feel sure that the San Deigo county 
society would be glad to send a sample card to other 
local and county groups. 
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Thyroid function depends upon reciprocal relationships of factc’s: 
hypothalamic function, pituitary function, thyroid activity, 
quantity of circulating thyroid hormone and amount of 

iodine ingested. Epidemiologic and balance studtes clearly indicat: 
the importance of wodine in prevention of gorter. 

Daily human requirements approximate 200 micrograms of iodine 
a day. These are admirably fulfilled by ingestion of todized salt. 


ROY E. SWENSON, M.D. 


Columbus, Ohio 


AND WILLIAM P. SMITH, M.D. 


lodine, Metabolism Requirement and Goiter Prevention 


SINCE THE DISCOVERY of iodine in 1811, much research 
has been done to ascertain the role of iodine in human 
physiology. 

Ancient physicians prescribed dried seaweed in 
their treatment of goiter several thousands of years 
before the birth of Christ. 

In the early part of the nineteenth century, a 
number of clinicians, principally Prout and Coindet, 
began the treatment of goiter with iodine. Later, 
Bauman in 1895 discovered the presence of iodine in 
the thyroid gland. 

Subsequently, in 1914, Kendall isolated crystalline 
thyroxine. Later, Harrington succeeded in establishing 
the chemical structure of thyroxine, and one year 
afterward Harrington and Barger successfully syn- 
thesized it in 1927. 

Today we are in possession of sufficient data indicat- 
ing that iodine not only plays a vital role in man’s 
normal physiology but must be ingested and assimi- 
lated in sufficient quantity to maintain normal physi- 
ology. Further, there is a definite normal metabolism 
of the element within the body. Pathologic aberrations 
of this metabolism are usually followed by profound 
metabolic disturbances. 

It is not the purpose of this essay to recount the 
significant discoveries pertaining to iodine metabolism 
_ or thyroidology in chronologic order, but rather to 
present the present state of our knowledge, and to 
present a progressive point of view based upon sound, 
fundamental data. 
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Thyroid Function 


Thyroid hormone synthesis, storage, release and 
utilization are largely dependent upon the state of 
reciprocal relations among the hypothalamus, the an- 
terior pituitary and the thyroid, the amount of cir- 
culating thyroid hormone and the amount of iodine 
being ingested. 

The total thyroid iodine concentration approximates 
8,000 to 10,000 micrograms and composes about | per 
cent by weight of the dried gland, but this varies with 
the amount of iodine ingested prior to the time of 
examination. When the iodine content of the gland is 
high, its weight is low and its size small, and the acini 
are filled with iodine-rich colloid. Seasonally the high- 
est concentrations are found in late summer and 
autumn. In goitrous districts, the gland is large, its 
iodine content low, and the cell height high. 

If hypothyroidism is secondary to a lowered pituitary 
function, the amount of thyroidal iodine is normal, but 
the gland is small. In true myxedema or cretinism due 
to loss of functioning thyroid tissue, the gland contains 
a very low concentration of iodine. In hyperthyroid 
conditions, the gland is enlarged, its iodine content 
low due to depletion of reserves, while the content of 
iodine in peripheral tissues rises. 

Thyroidal iodine exists in three major forms: thy- 
roxine, diiodotyrosine and inorganic iodide. Mono- 
iodotyrosine is present in smaller amounts, and tri- 
iodothyronine in traces. The thyroidal stores of 
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thyroxine may vary from approximately 0.2 to 6 mg. 
The iodide fraction varies widely with the iodine in- 
take. The mode by which the respective partitions are 
manufactured and stored is controversial but has been 
greatly clarified in the past ten years. 

The following hypothesis of thyroid hormonal syn- 
thesis, release, circulation, degradation and excretion 
seems at present to be tenable. It is based upon a huge 
volume of animal and clinical investigation. Many fine 
points are as yet controversial, but the broad perspec- 
tive becomes clearer as more dedicated workers con- 
tinue their investigations. Those desiring more detailed 
information are referred to the papers of Berson and 
Michel. 

Total human iodine content varies from 20 to 50 


milligrams, and of this amount, approximately one-half 
is contained in the muscles, one-fifth in the thyroid, 
one-tenth in the skin and one-seventeenth in the bones. 
The highest concentration by weight is found in the 
thyroid. Significant amounts are found in the adrenal, 
pancreas, liver, lungs, thymus and testicle. 

Following the ingestion of iodine-containing foods, 
iodides are absorbed as such; iodates or other forms of 
inorganic iodine are reduced to iodide prior to blood 
stream absorption. Hormonally active substances are 
not degraded by digestive processes, and iodinated 
amino acids are also well absorbed. Hormonally in- 
active substances such as diiodotyrosine are degraded 
rapidly. 

Subsequent distribution, except for red blood cells 
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Figure 1. Schematic representation of the iodine pool and the metabolic pathways whereby active hormones reach the tissues. 
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and areas of selective concentration, is very rapid and 
reaches a spatial distribution of 26 per cent of the body 
weight in 30 minutes. Complete distribution occurs 
several hours after ingestion, and because of additional 
permeation of iodide into erythrocytes, and concentra- 
tion in dense connective tissue, gastric glands and 
salivary glands, the ultimate distribution of iodide, as 
determined by radioactive iodide studies, then ap- 
proximates a spatial distribution of 35 per cent of the 
body weight. The normal thyroid gland concentrates 
iodide at the same rate as the salivary and gastric 
glands, but organic binding is so rapid that the thy- 
roidal iodide space does not add very rauch to the size 
of the total pool (Figure 1). 


Hormonal Metabolism 


Disappearance of iodine from the iodide pool is 
largely dependent upon two factors: the rate of organic 
binding by the thyroid and the rate of urinary excre- 
tion. Total clearance from the iodide pool is normally 
accomplished at a rate of 50 ml. per minute or 3 liters 
per hour, of which the kidneys clear two-thirds and 
the thyroid, one-third. About 12 per cent per hour is 
an average normal figure. The daily mean hormonal 
iodine accumulation by the thyroid approximates 70 
to 75 micrograms, a clearance of approximately three 
micrograms per hour from the iodide pool. 

As yet it is not clear whether iodination of protein 
is accomplished within the cells of the follicle and 
iodoprotein secreted rapidly into the follicle or 
whether it is accomplished in the colloid at the cell 
surface. The latter is more generally accepted as the 
site of iodination. As a result of this iodinating 
process, most of the thyroidal organic iodine is asso- 
ciated with the iodoprotein, thyroglobulin, having a 
molecular weight of approximately 700,000. 

In the immediate period following the administra- 
tion of radioiodide to animals, the content of tagged 
3-monoiodotyrosine in thyroglobulin is quite high 
as compared to that of tagged 3; 5 diiodothyronine; 
labeled 3:3’ diiodothyronine also appears shortly 
in larger quantities. 3 :3’5’-triiodothyronine and 3:5 :3’- 
triiodothyronine appear in much smaller quantities. 

Thyroglobulin acts as a reserve store of hormones, 
which when freed by proteolysis become diffusible. 
Cathepsin, a proteolytic enzyme, acts upon the col- 
loidal thyroglobulin, but it does not preferentially 
release the iodothyronines from thyroglobulin. The 
iodotyrosines are specifically deiodinated by an en- 
zyme system but the system has no action on thy- 
roxine, 3:5:3’-triiodothyronine, 3:3’-diiodothyronine 
and probably 3:3’:5’-triiodothyronine. This proteo- 
Jytic and deiodinating mechanism is presumably acti- 
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vated by thyroid-stimulating hormone. Iodine liber- 
ated by such deiodination is economically reincor- 
porated into thyroglobulin. 

Blood leaving the thyroid veins of animals given 
physiologic tracer doses of radioiodide contains only 
tagged thyroxine and 3:5:3’-triiodothyronine, the 
former in much greater quantity. The membrane of 
erythrocytes is impermeable to the iodothyronines 
and under normal circumstances, the red cells con- 
tain only inorganic iodide (Figure 1). 

The distribution of plasma iodine, however, is not 
so simple. It is composed of from 10 to 20 per cent 
inorganic iodide and approximately 70 per cent 
thyroxine. The remainder of the plasma iodine con- 
sists of small amounts of 3:5:3’-triiodothyronine and 
probably 3:3’-diiodothyronine. In physiologic con- 
centrations, the bulk of thyroxine is bound to a pro- 
tein migrating between the alpha-l1 and alpha-2 
proteins, and the remainder is bound to serum al- 
bumin. Triiodothyronine binds less rapidly to alpha-1 
and alpha-2 proteins. Thus the slower penetration of 
thyroxine into tissue cells is explainable. 

Deiodination of the two hormonally active iodo- 
thyronines is probably the second step in their tissue 
cellular metabolism, being preceded by a deamination 
procedure, much the same as for the destruction of 
other amino acids, converting thyroxine and triiodo- 
thyronine into tetraiodothyroacetic acid and tri- 
iodothyroacetic acid respectively. Tetra and triiodo- 
thyropyruvic acid may also be involved. The presence 
of 3:3’-diiodothyronine in plasma probably occurs as 
the result of peripheral hormonal degradation. 

Concentration of all thyroid hormones is rapidly 
effected by the liver, the intracellular accumulation 
thereof being associated with an increase in coen- 
zyme-A (Figure 2). The concentration of the hormones 
takes place in both nuclear and cytoplasmic struc- 
tures but 3:5:3’-triiodothyronine is more rapidly 
accumulated. Thyroxine, iodide and triiodothyronine 
are excreted in the bile, but in addition, glucuronic 
acid conjugates of both thyroxine and triiodothyro- 
nine at the phenolic hydroxyl appear, as does the 
keto acid 3:5:3’-triiodothyropyruvic acid. This liver 
conjugation mechanism may serve as a method of reg- 
ulating the normal level of hormonal iodine, or as a 
route whereby excessive hormone may be detoxified. 
Following such biliary excretion, thyroxine is proba- 
bly reabsorbed through the intestinal wall, while the 
conjugates are probably not reabsorbed as such, but 
are rehydrolyzed to thyroxine by the action of B- 
glucuronidase in the intestine. Ten to 15 per cent 
of the iodine excreted by the bile is lost in the feces, 
the bulk being returned to the iodide pool under 


normal circumstances. 
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Glucuronic acid conjugation also occurs in the 
\idney (Figure 3) as well as dehalogenation, the latter 
eidenced by the appearance of 3:3’-diiodothyronine. 
§:5:3’-truiodothyroactic acid appears, probably from 
oxidative decarboxylation of 3:5:3’-triiodopyruvic 
acid found in bile. The urine contains a large excess 
of inorganic iodide, and small amounts of tetraiodo- 
thyropyruvic acid, and 3:5 :3’-triiodothyropyruvicacid. 

Total urinary iodine excretion varies widely with 
the iodine content of ingested foods and fluids (Figure 
l) and these vary with different geographic regions. 
It is greatly influenced by the state of activity of the 
thyroid gland, large amounts being excreted in hyper- 
thyroid states and very small amounts in myxedema 
and cretinism. In individuals of a given district on 
a relatively stable iodine intake, urinary excretion is 
relatively constant, and the rate for children in Central 
Ohio averages 41 mcg. per 24 hours, while that of 


normal adults averages 50 mcg. for a similar period. - 


Of the total iodine loss, 50 per cent is by way of the 
urine. 


Endocrine Interactions 


Relations of the thyroid and iodine with other en- 
docrines are many and complex. Salter and Gassner 
have extensively investigated interglandular relation- 
ships. Estrogen administered to men and women pro- 
duces a striking elevation in the serum precipitable 
iodine concentration. Estrogen action upon the thyroid 
is probably responsible for the increased loss of iodine 
in the urine during menstruation and the augmenta- 
tion of the tempo of iodine metabolism during preg- 
nancy, mirrored by an increased size of the thyroid, 
increased serum precipitable iodine, and increased 
thyroidal iodine uptake and an increased urinary loss 
of the element. The development of goiter at the 
menarche and during pregnancy has long been noted. 
Thyroid substance is often indiscriminately given by 
many clinicians during pregnancy. However, it would 
seem that unless hypothyroidism was present before 
pregnancy, the administration of adequate amounts of 
iodine as dietary supplements would be the rational 
procedure. The iodine requirement of women is natu- 
tally somewhat higher because of normally greater 
physiologic loss. Irregular and increased menstrual 
bleeding has long been recognized as a sequel of hypo- 
thyroidism, as has spontaneous abortion. 

Administration of the desoxycorticosterone and cor- 
tisone produces a marked inhibition of the-iodine- 
accumulating function of the thyroid in euthyroid hu- 
mans. Testosterone has not been shown to affect 
thyroid function to any great degree. 

Thyroid hormone potentiates, augments and medi- 
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Figure 2. Diagram showing the concentration of thyroid hormones 
and iodide in the liver and their subsequent conjugation, excretion 
and reabsorption. 


Figure 3. The renal handling of thyroid hormones and iodide in 


schematic form. 
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ates the action of the growth hormone. This process 
is intimately associated with the development, de- 
generation and ossification of endochondral bone. 
Estimation of bone age and its comparison to chrono- 
logic age provide a means of early diagnosis of thyroid 
deficiency in children. 


Growth Promotion 


The growth-promoting ability of thyroid hormone 
has been known for decades since it was first noted that 
it promoted rapid maturation of tadpoles. As early as 
1895, growth was induced in certain cretins by the 
administration of dried thyroid. 

Growth may be promoted in children residing in 
iodine-deficient areas by the administration of dried 
thyroid. Growth may also be accelerated in normal 
children. Infants born of mothers given iodized salt were 
found to have greater birth weights than those in- 
fants in a control group. 


lodine in Nature 


Iodine is one of the most plentiful substances found 
in the earth’s crust. Lack of good distribution rather 
than scarcity of the element is responsible for de- 
ficiency wherever it occurs. More iodine is to be found 
in the earth’s crust than in the sea. There is an inverse 
ratio between the incidence of endemic goiter and the 
amount of iodine to be found in the soil of a given 
geographic region. The great goiter belts of the Alps, 
Himalayas, Pyrenees, the Thames Valley, the Ameri- 
can Great Lakes region, Central Plain, the Pacific 
Northwest and the mountainous districts in general 
possess a soil basically poor in iodine, and there is a 
high incidence of goiter. It is implied therefore that the 
iodine intake of the population living in a given district 
is basically dependent upon the iodine content of the 
soil. There is also some evidence that the incidence of 
endemic goiter is proportional to the iodine found in 
the drinking water of a given geographic region. 

The importance of food iodine may be emphasized 
by the fact that iodine-deficient Japan has a low inci- 
dence of endemic goiter as a consequence of the impor- 
tation and consumption of iodine-rich seaweed. For- 
mosa, similarily iodine deficient, uses little processed 
seaweed and has a high incidence of goiter. The prob- 
lem of iodine in food assumes major proportions when 
one notes that some of the great food-producing areas 
of the nation lie within the goiter belts. 

Inhabitants of regions not producing their own food 
are thus fed the same food as those people living in 
goiter belts and consequently they must have iodine 
added to their diets in some form. Infants are largely 


dependent upon the iodine content of milk for an ade- 
quate supply that is so necessary for normal growth 
and development. As one would expect, there is also 
a correlation between endemic goiter and low milk- 
iodine content in a given region. The iodine content 
of plants is fortunately higher in the autumn and winter 
months, and at harvest time. 


lodine in Milk 


Since 1850, mammalian milk has been known to have 
a considerable iodine content. On the first day of the 
puerperium, the total amount of iodine in the colostrum 
for a 24-hour period averages 2 to 5 mcg., but the 
amount of secretion of colostrum is low, hence the 
concentration is high, varying from 8 to 45 mcg. per 
100 ml. Once lactation begins and is established, from 
20 to 47 mcg. may appear in a concentration of 8 to 12 


. mcg. per 100 ml. The chemical configuration of iodine 


in milk is at present a matter of conjecture. It may 
be attached to organic material by combination or ab- 
sorption. 

Iodine partitions in human milk are deserving of far 
more attention than they have thus far received. In 
many areas of the world where goiter is highly endemic, 
mothers’ milk is the principal source of infant nutritu- 
tion for months. However, the problem of adequate 
iodine intake is of far greater importance since mil- 
lions of babies in all parts of the world are fed bovine 
milk products that have been so altered by enzymatic 
action and supplements that they closely resemble hu- 
man milk. It is vitally important to know the nature 
and normal concentration of iodine and iodinated pro- 
teins in human milk in order that sufficient amounts 
of them can be added to processed substitutes for 
mothers’ milk. The use of such milk substitutes as 
infant food in areas of the world with a high incidence 
of endemic goiter would be of tremendous help. 

Meyer has conducted extensive studies pertaining to 
the iodine content of the milk in a commercial herd of 
dairy cows in Central Ohio. Milk in Columbus as 
purchased by the consumer contains 3 mcg. per 100 
ml. of iodine. It has been conclusively proved that feed- 
ing iodized salt to dairy herds is an excellent way of 
supplementing the dietary iodine. Meyer’s thesis on the 
subject is classic and is by far the best work yet done 
in this field. Its considered study is recommended for 
all state departments of agriculture concerned with 
the goiter problem. 


lodine Deficiency 


Human iodine deficiency is now recognized as a 
definite entity, but of complex etiology. One cause 18 
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the development of normal or pathologic factors in- 
creasing the body demand for thyroid hormone. Nor- 
mal states requiring additional hormone are puberty, 
the menarche, pregnancy, menopause and infection. 
Seasonal variation in iodine storage may also play a 
role. 

Other factors not too well understood are an exces- 
sive dietary intake of fats and protein, particularly if 
the iodine intake is borderline. More recently, the 
development of antithyroid compounds has led to a 
better understanding of factors that interfere witk: 
absorption, utilization and storage of iodine and 
thyroid hormone. The antithyroid drugs are all 
goitrogens, and are used in the specific control of 
hyperthyroid states. However, many other substances, 
drugs and foods are known to possess goitrogenic 
properties. The observation that acetonitrile is more 
goitrogenic in the presence of vitamin-D deficiency 
raises many questions pertaining to interactions of all 
factors producing iodine deficiency. 

The study of foods containing goitrogenic sub- 
stances in areas where goiter is prevalent is in its 
infancy. A potent goitrogen, 1-5-vinyl-2-thio-oxizola- 
done, has been isolated from the seeds of rutabaga, 
turnip, cabbage, kale and rape. A similar substance 
is found in the seeds of Chinese cabbage, brussels 
sprouts, broccoli and kohlrabi. Fortunately the seeds 
are not usually consumed, but the edible portion of 
tutabaga and white turnip also contain the oxizola- 
done goitrogen. Soybeans have also been found to be 
goitrogenic, but their goitrogenic properties, like 
those of cabbage and the thiocyanates, are prevented 
by iodine administration. The action of the oxizola- 
done compounds is similar to that of the thiouracil 
compounds and is not prevented by iodine. Vitamin-A 
deficiency is also known to favor the development of 
goiter. Many factors relating to the goitrogenicity of 
foods are still poorly understood and offer a fertile 
field for further investigation. 


Absolute lodine Deficiency 


The third, and currently the deficiency state of 
which our understanding is the best, is an absolutely 
deficient iodine intake. 

In 1907, iodine-containing salts were fed to Michi- 
gan sheep to lower the high mortality rate among 
newborn lambs, and in 1916, livestock in Montana 
were similarly successfully treated. The incidence of 
goiter among animals on the University of Wisconsin 
farms has been reduced to the vanishing point since 
the prophylactic use of iodized salt was introduced in 
1924. 

Marine and Kimball pioneered the iodine pro- 
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phylaxis of goiter in Akron in 1916-1920. Since then 
the practice has become worldwide. They used a 
large group of school girls, one-half of whom received 
200 mg. of sodium iodine for a period of two weeks 
each spring and fall; while the other half received 
no iodine supplement. Initially, 4,500 girls showed 
no thyroid enlargement, but at the end of the test 
period, 5 per cent of those initially without enlarge- 
ment and not receiving iodine supplement developed 
enlarged glands, while only 0.2 per cent of those who 
received iodine developed enlarged glands during the 
test period of 2.5 years. 

Two thousand Akron school girls initially showed 
thyroid enlargement. Of this group 65.4 per cent of 
those receiving iodine showed significant reductions 
in the size of the goiter. A simultaneous observation 
was that goiter is most apt to develop during fetal 
life, puberty or pregnancy. 

The incidence of thyroid enlargement among chil- 
dren in Cleveland in 1937 was found to be 7.7 per 
cent in families using iodized salt, and 30.7 per cent 
in children not receiving the supplemental salt. 

In Switzerland, the Canton of Vaud had long been 
known to be goitrous. An increase in the incidence of 
goiter occurred following the refinement of the process 
of commercially preparing table salt in 1900. However, 
iodized salt was introduced in the Canton’ of Vaud by 
the Swiss Goiter Commission in 1924. Here, 5 mg. 
of iodine as sodium iodide was added per kilogram of 
salt. During the period from 1924 to 1937, the inci- 
dence of goiter in Vaud declined from 77 to 21 per 
cent. 

In the same period following the introduction of 
the iodine supplement, the incidence of goiter in school 
children 5 to 15 years of age decreased from 57 to 0.1 
per cent. Similar excellent results occurred in the 
Swiss Canton of Appenzell where the incidence of 
thyroid enlargement of the newborn was reduced to 
the vanishing point by feeding iodized salt to preg- 
nant women. 

Statistics compiled from draft data during World 
War I revealed a high incidence of goiter in the young 
men of Michigan, some groups having an incidence of 
30 per cent. Similarly, the incidence of thyroid en- 
largement among school children was high. Iodized 
salt was introduced on a statewide basis in Michigan 
in 1924, the salt containing 0.02 per cent sodium 
iodide. On this basis, humans consuming 8 pounds of 
salt yearly would receive 1 mg. of sodium iodide daily. 
Eleven years later, a goiter survey revealed that in the 
counties of Haughton, Wexford and Macomb and in 
the city of Grand Rapids, goiter incidence had de- 
clined strikingly. A decline also occurred in the 
number of goiter operations done in seven large 
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hospitals in southern Michigan; 1,452 operations 
were done in 1927, while in 1933 there were only 
59. The decrease in all other operations during those 
depression years was 17 per cent. 

There are some who continue to view the use of 
iodized salt in goiter prophylaxis with skepticism, and 
who invariably recall the barnacled problem of iodine- 
induced goiter and hyperthyroidism or the old “Jod 
Basedow.” There is no evidence to substantiate such 
induced reactions when iodized salt is administered to 
large populations in physiologic amounts, i.e., as 0.01 
per cent potassium iodide in common table salt. 

The scientific data indicating the vital role of iodine 
in normal physiology is overwhelming. The use of io- 
dine prophylaxis of endemic goiter is similarly on a 
sound scientific basis. Alterations in our concepts of the 
causes and types of iodine deficiency will no doubt 
change from time to time, but for the present, much 
could be done by universally adopting the simple 
measure of seasoning our food with iodized salt. 


Human Requirement 


In a discussion of goiter prophylaxis, the basic 
question of the daily human requirement of iodine 
arises. This daily intake must be sufficient not only for 
daily hormonal production but must be adequate to 
provide for reserve hormone to be used in periods of 


stress. In addition, it must also provide enough to re- 
place the daily loss in urine, feces and perspiration. 

The earliest of three methods to be used in deter- 
mining this requirement was the geographic method. 
By this method, either the iodine intake or urinary out- 
put of nongoitrous and goitrous regions are determined 
and compared. A summary follows: 


Urinary Output 
in Nongoitrous 
Regions/ Day 


Iodine 


Danzig 

Berlin 

Viko Sohn (Norway) 

New Orleans 117. 

Fort Del Maur (Italy) 72. 
Average: 165. 


Effingen, Switzerland 
Columbus, Ohio 
Sandevaer, Norway 
Lwow, Poland 
Pecs, Hungary 
Average: 42 


From three to four times more iodine is excreted in 
the urine daily by the inhabitants of nongoitrous re- 
gions than by those residing within the goiter belts. 
Calculated on the basis of daily urine loss, the average 
daily requirement varies from 100 to 200 mcg. 

A second approach to the iodine requirement of man 
is the principle of thyroxine formation and decay, first 
promulgated by Plummer and Boothby in 1921, and 


90 


later extensively used by Thompson and his associates, 
By this method, the amount of thyroxine needed daily 
to maintain a normal basal metabolic rate in a myxedem- 
atous, thyroidless subject is determined. Plummer and 
Boothby found by this method that the rate of thy- 
roxine destruction varied from 0.2 to 0.4 mg. daily. 
This amount maintained a normal basal metabolic rate 
in a totally myxedematous patient. Thompson and 
associates similarly studied the use of thyroxine and 
desiccated thyroid in myxedematous patients. In one 
patient, they raised the basal metabolic rate to normal 
by administering desiccated thyroid initially and then 
determined the maintenance dose of thyroxine re- 
quired. Their second subject received only intravenous 
thyroxine. They determined the average daily thyroxine 
requirement to be from 0.3 to 0.4 mg. This amount of 
thyroxine is equivalent to 200 to 230 mcg. of iodine 
daily. 

Iodine balance studies constitute a third method by 
which the total iodine requirement can be determined. 
Curtis and Puppel determined the iodine in blood, 
urine, sweat and feces of three normal subjects main- 
tained on a low iodine intake, averaging 87 mcg. per 
day. A continuous negative iodine balance averaging 
126 mcg. per three-day period was found to exist. Of 
the iodine excreted, 72 per cent was lost through the 
urine, 15 per cent in the feces, 13 per cent in the sweat. 
The average whole blood iodine concentration through- 
out their study was 4.3 mcg. per 100 ml., a normal value 
for Central Ohio. They noted that from 50 to 100 mcg. 
of supplemental iodine per day was required to restore 
positive iodine balance, and they, along with Plummer 
and Boothby, concluded that some of the iodine result- 
ing from thyroxine breakdown could be reutilized for 
synthesis of thyroid hormone. This is now a firmly 
established principle and has been previously discussed 
in the part of this paper dealing with bile excretion and 
intestinal reabsorption, the “enterohepatic cycle” of 
thyroxine, iodinated organic compounds and iodides. 

The basal human iodine requirement per day was 
found to vary from 44 to 75 mcg., and to average 67 
mcg. or approximately 1 mcg. per kilogram of body 
weight of the average man. This is quite close to Riggs’ 
more recent finding that the thyroidal excretion of 
hormonal iodine varies from 57 to 87 micrograms per 
day and averages 70 micrograms, as determined by 
techniques using radioactive iodine. However, average 
humans do not exist, live and work under basal condi- 
tions. Hence it is necessary to arrive at an optimal io- 
dine requirement concerning basal needs, normal ac- 
tivity, stress and strain. 

If one adds the 70 mcg. of iodine required for thyroid 
hormonal excretion to the continuous daily loss of 
iodine, principally in the urine (also some is lost in 
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feces and sweat), a reasonable estimate of the total 
daily human requirement can be secured. The average 
daily urine loss of iodine in nongoitrous areas is 165 
micrograms, and this plus the daily hormonal require- 
ment equals 235 micrograms per day, a figure that is 
probably slightly high since an excess of iodine is fre- 
quently present in the nongoitrous areas. If one adds 
the micrograms required for thyroidal hormonal excre- 
tion to the average loss noted in the iodine balance 
study previously described, a total of 141 micrograms 
is secured as a daily total. The estimates thus vary 
from 141 to 235 micrograms per day. 

For the purposes of practicality, it seems reasonable 
to conclude that the average normal 70-kilo human 
will require 1 microgram of iodine per kilo for basal 
needs, or basic thyroid hormone production. To this, 
one should add 2 micrograms per kilo to provide for 
normal activities above the basal level (growth, puberty, 
menses, pregnancy, work, stress) and to replace that 
continuously lost. Thus a 70-kilo human would require 
210 micrograms of iodine per day. 

After years of considered study, the Goiter Study 
Committee of the American Public Health Association 
recommends that table salt contain 0.01 per cent 


potassium iodide plus a stabilizer to prevent iodine loss. 
Human salt consumption is estimated to be 6.2 Gm. 
daily, an amount containing 620 mcg. of potassium 
iodide or 474 mcg. of iodine, over twice the optimal 
requirement. In addition to the populace purchasing 
iodized salt, it is important that people ingest it in 
adequate amounts. Many use salt sparingly and others 
are on diets that preclude the use of salt completely. 

The role of iodine in thyroid physiology and en- 
demic goiter has been presented. Without an adequate 
iodine intake, endemic goiter would become ram- 
pantly pandemic. 

A continuous program of public education by phy- 
sicians is urgently recommended lest we become com- 
placent about the “goiter problem,” particularly in 
endemic areas. The infant field of the investigation of 
goitrogenic substances in foods and their interrelations 
with iodine deficiency is currently a great challenge 
in the elucidation of the causes of endemic goiter. 
Further studies in this area of thyroid function are 
urgently recommended. 


A coupon for ordering a bibliography accompanying this article 
may be found adjacent to or near the Index to Advertisers. 


DEVELOPMENT of a new device with which the blind can read ordinary printed material, such 
as books and magazines, was reported recently by the Veterans Administration. The portable 
unit, called an “aural reading machine,” was designed and is being evaluated by the Battelle 
Memorial Institute of Columbus, Ohio, under a VA contract. 

At the present stage of development of the reader, the sounds it produces do not resemble 
those of speech but are patterns of musical tones similar to chords played on an organ. By 
interpreting these tones, trained users ultimately should attain a reading speed of from 15 to 
30 words per minute. Advantage of the machine over Braille is that the blind user can read 
material in normal print, including typewritten business correspondence. 

The reader is about the size and shape of a portable radio. Weighing about 9 pounds and 
housed in a wooden case measuring about 7 x 9 x 8 inches, it has knobs for volume, light 
intensity and the electric power switch. 

The machine has three essential parts—a small probe which is held in the hand and moved 
over the printed material to be read, a chassis containing transistorized oscillators and an 
amplifier, and earphones through which the user listens. 

The probe contains two tiny lights and a lens that projects an image of the printed letter 
upon a row of photocells. Each photocell, when it “sees” black, turns on an oscillator in the 
chassis that generates a specific pitch proportional to the height of the black portion of the 
letter “‘seen.” These pitches are translated to sound patterns by the earphones. 

Blind persons, chiefly students and faculty members from the Ohio State School for the 
Blind at Columbus, have been trained to interpret sounds of the Battelle machine during the 
past year. Each student in the participating group received about 18 hours of instruction on 
the device, following preliminary training in interpreting tape-recorded sounds of the machine. 

Recognition of the tape-recorded sound patterns corresponding to 145 different sentences 
was learned fairly readily, but the complex operation of manually rolling the probe along the 
line of print while interpreting the tone. patterns will require considerable further practice 


before routine use. Further development is required.— Science, Vol. 128, Oct. 3, 1958. 


Reading Machine 
for the Blind 
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A Medical Viewpoint 
for Prevention 
of Crime 


BERTRAM B. MOSS, M.D. 
Chicago, Illinois 


Delinquency and crime, like cancer, are 
best handled by prevention or by treat- 
ment in the earliest stages. For this 
purpose, the family doctor has unique 
advantages. He knows the family— 
should be quick to detect symptoms of mis- 
behavior in a youngster. Then, by skill- 
ful counseling or by enlisting the help of 
a psychiatrist, he may be able to handle a 
problem that later would be much more 
difficult to solve. Even in those later stages, 
the family physician has much to offer. 


THE FAMILY DOCTOR would do well to realize his po- 
tential crime prevention powers when dealing with the 
emotional problems of his patients. Concern with the 
possibility of an emotional aggravation of a patient’s 
symptoms will often reveal family problems as the true 
cause of the patient’s mental strain. Ventilation of this 
family turmoil is often the first step in relieving the 
troubled mind of its burdens. It can also become the 
first step in encouraging someone who is showing 
evidence of misbehavior to seek assistance from the 
family doctor. 

It is net unusual for a patient to reveal to his family 
physician that misbehavior of someone at home is 
aggravating or producing the patient’s symptoms. 
Listening to these problems and even offering pro- 
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fessional counsel is often helpful in preventing the 
production of a future criminal. 

Those of us who deal with delinquents and criminak 
realize that underlying the misbehavior of these jp. 
dividuals is some basic emotional deprivation. This 
can be a family or sibling relationship or some inter. 
or intrafamily conflict that has not allowed normal 
emotional maturation. Eventually some adult in the 
family suffering from the effects of a troublesome and 
disturbing relative may seek the direct counsel of his 
physician, or may come to him with psychosomatic com. 
plaints. In either event, the physician then has the 
opportunity to help two people—his patient and the 
individual who is causing trouble at home. With this 
in mind, it may be possible for the physician favorably 
to influence delinquency and crime statistics. 


Need for Early Action 


Present-day “treatment” and “rehabilitation” for 
delinquents or criminals are far from what they should 
be. The entire problem may be likened to the problem 
of how we are dealing with cancer. No one individual, 
or for that matter no one discipline, has the final 
answer for the treatment of cancer at the present 
time. The only thing we have learned is that we can 
best hope to control cancer by educating people to seek 
assistance at the first sign or symptom of the disease. 
A similar policy should be applied for potential of- 
fenders against society. An early concern for the first 
signs of actions not socially acceptable may alter un- 
fortunate attempts to treat, rehabilitate or re-educate. 

The earliest symptoms of delinquency—revolt 
against authority or inability to live in conformity 
with established mores—are often first expressed in 
the home prior to attendance at school. Another 
common period for exhibiting rebellious conduct 
occurs during the period of school itself. The third 
early period of inability to conform is usually char- 
acterized by a “station complaint” being registered 
against the teenager at the local police station. 


The ‘Problem Child’ 


Parents or relatives complaining about the “problem 
child” of preschool age often can give a nearly exact 
reason for his conduct. An individual mature enough 
to be concerned and to especially seek professional 
assistance, is often astute enough to have suspected 
the possible cause for the the child’s misbehavior. 
Some discussion of the situation and of the possible 
means of correction can mean the difference between 
a child’s being permitted to flourish into a true de- 
linquent or being directed into the proper path. 
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If the parents of a preschool “‘problem child” do 
not have adequate insight into the possible causes of 
the difficulty, they may stil! be accessible for education 
that can alleviate the problem. Obvious causes of 
emotional problems within the home, such as im- 
proper parental roles, sibling rivalry, attention-getting 
actions, attempts at rebellion and so on can be 
handled by the family physician. The already over- 
burdened psychiatrist should conduct educational 
programs for family physicians so that the so-called 
minor psychiatric problems can be handled by the 
family physician. 

The “problem child” who is detected during ele- 
mentary school or even high school is often reported 
to the parents by someone at the school. Experienced 
teachers or the school principal, or perhaps even a 
professional school counselor, is usually brought into 
the picture and works with the parents. Problems of 
this age are often not reported to the family physician 
unless the parents are upset because they feel that the 
school representative is not coping adequately with 
the rebellious student. 


The ‘Station Complaint’ 


The present system of having a “‘station complaint” 
lodged against a youngster for some misbehavior or 
property damage can result in one or several courses. 
If the complaint is not of sufficient magnitude to war- 
rant legal disposition, the youngster is often placed on 
probation or “given a pass” with referral to an agency 
for counseling. 

Agencies called upon to work with first offenders 
often do not do an effective job. We shall for the 
moment accept the excuse of too large a workload 
and too few workers. Unfortunately, the youngster 
thus gets his first taste of the “law” as being too busy 
for him and soon realizes that he is to be neglected. 
This may even be interpreted by the youngster as 
sanction and encouragement to do more of what he 
wishes if he is convinced that neglect is to be the type 
of treatment one gets for not doing what he is sup- 
posed to do. 

On the other hand, there are many “station com- 
plaints” that are settled by the desk sergeant with a 
stern and fatherly admonishment that is truly well 
meaning but often only a repetition of what the 
youngster has been receiving all his life from his 
parents. 

A complaint that is prosecuted by law may result 
in a legal “deferment” or a period of probation that 
is Only as effective as the worker assigned to work 
with the individual in question. If the prosecution 
results in imprisonment, the “nouveau criminal” is 
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sent to the reformatory or to prison, theoretically for 
correction. The corrective procedures are actually only 
effective if they outweigh the schooling in criminality 
that is offered by the sophisticated inmate colleagues 
of the imprisoned novice. 


The Family Doctor's Role 
The family doctor may find that he has to work 


with parents or relatives who are consciously or un- 
consciously encouraging criminality by either neglect- 
ing or sanctioning misbehavior that expresses in- 
hibited, frustrated, suppressed or repressed thoughts 
of their own. Another troublesome group are those 
parents or surrogates who deny the existence of mis- 
behavior of any member of their family either volun- 
tarily or by mentally blocking it out of existence. 

Wouldn’t it be nice if all persons with early signs 
and symptoms of cancer saw their doctor immediately ? 
Wouldn’t it also be nice if all parents with children 
who were misbehaving to the point of worrying them 
were to bring their youngsters to the family doctor for 
counseling? The high incidence of emotional dis- 
orders, as well as mental disorders, found among our 
true criminals is proof enough of the fact that these 
people need medical attention. The high incidence of 
reported delinquency and criminality, as well as the 
high incidence of recidivism, is proof enough of the 
failure of whatever our present means of treatment are. 
The best way to offer emotional support is by letting 
those in trouble know that we as doctors want to help 
them even if we do nothing more than explain their 
actions to themselves or others. We must let them 
know that we do not want to punish them, prosecute 
them or moralize against them. The family doctor 
knows his limitations and is not above recommending 
psychiatric or psychologic assistance if need be. At 
least let us feel that we have done something—and have 
done it early. 


Correctional Agencies 


Persons working in medical correctional agencies 
and institutions are forever bemoaning the over- 
burdening load of work as well as the scarcity of pro- 
fessional personnel. In spite of this, rarely do we find a 
physician, regardless of how interested he may be, 
invited to assist or contribute to this much-needed, 
challenging and interesting field of endeavor. The 
paradox of this situation is attributed primarily to our 
own colleagues of the medical profession. It is peculiar 
that we physicians are willing to accept responsibility 
for both the physical and the emotional health of the 
public and yet we have been reluctant to include the 
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emotional needs of the offenders of society within this 
responsibility. 

Practicing physicians of all specialties must cer- 
tainly be treating many patients who give some hint of 
being on the verge of or actively engaged in activities 
not in the best interest of society. Perhaps doctors 
turn their backs on the problem because at one time 
they were under the impression that psychiatry was the 
panacea for all emotional ills, and when this proved to 
be somewhat of a disappointment, they may have de- 
cided to wait for another cure to come along. 

It is for those who are eager to offer a medical cor- 
rectional approach for the prevention of crime to re- 
mind their medical colleagues that the proper applica- 
tion of the drug called “doctor” is the cure for many 
such emotional ills. This important but often over- 
looked therapeutic agent works best when it is given at 
the proper time for the troubled patient to use it, 
given kindly, with understanding, sympathy and ex- 
perience as to its usage and limitations. 

It is unfortunately true that physicians have in- 
advertently, but nevertheless actually, been discour- 
aged from working in the medical correctional pro- 
fession not only because there is no school leading to 
certification in such a specialty and not only because of 
the comparative lack of economic encouragements, but 
simply because this work is difficult to get into. The 
very nature of the work, its confidentiality, its legal 
austerity, the desire of the press to make much of all 
they can learn about these patients, the system of 
political appointment, and the failure to recognize that 
part-time assistance is often better than no assistance, 
all add to make the work difficult to get into. Many of 
those in charge of correctional agencies or institutions 
have been appointed because of their custodial! 
abilities, and it may be difficult for some of them to see 
the worth of a medical viewpoint. 

The whole correctional process is a multidisciplinary 
one and requires the cooperation of many professional 
talents to achieve the desired results. All allied pro- 
fessionals with any degree of needed experience must 
be recruited to help achieve the ultimate goals. There 
is a definite need for interested generalists, ordinary 
citizens, psychiatrists, social workers, sociologists, 
psycholegists, chaplains, teachers, lawyers, policemen 
and physicians of all specialities. 

We should not wait for the general public or the 
legislators to ask the medical profession to help, be- 
cause their inability to realize that we know how and 
are willing to do something about the existing problem 
can only be attributed to our failure to educate them 
as to our potentialities. The public, as well as the 
lawmakers, are primarily interested in what they think 
concerns them in the immediate instant. If they do not 
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understand the problem as we physicians do, tien it 
becomes our responsibility to convince them tha: they 
need us for their immediate benefit. 


The Role of Psychiatry 


Being able to recognize psychopathology docs not 
require that the physician be trained as a psychiatrist 
any more than being able to recognize a major surgical 
problem requires being a qualified and trained surgeon. 
In many cases, just recognition and awareness of the 
psychopathology, coupled with what is called good 
“intuitive common sense,” may often be all that is 
needed to aid the patient, or to realize that he must be 
referred to a psychiatrist. Utilization of the “intuitive 
common sense” knowledge of the physician sincerely 
interested in helping others will keep many persons 
from needing the more advanced skills of the already 
overburdened psychiatrists. 

Psychiatrists alone cannot alleviate all the emotional 
problems of the many persons who should be seeking 
their help, and especially cannot help all those with 
such specialized problems as those we encounter in the 
correctional situation. It should be the duty of the 
trained and qualified psychiatrist engaged in correc- 
tional work to teach other physicians some psychiatric 
techniques for proper counseling. I am not advocating 
that we ignore true psychiatry, any more than I 
would advocate that social case work can substitute for 
sociology. The main concern of the correctional 
process is for the individual involved, and this is the 
very same concern that the doctor has been trained to 
have for his patient, criminal or not. 

Not only should general practitioners of medicine be 
able to treat a large proportion of patients in need of 
“minor” psychotherapy, but many more people will be 
less secretive and reluctant about revealing their 
emotional conflicts when confronted by the need to do 
so before their own physician. Not everyone can 
tolerate being told that he is in need of the care of a 
psychiatrist, but many will unburden their emotional 
conflicts to their “‘family doctor.”” The patient who has 
learned not to be afraid to bare his body to his doctor 
will also be unafraid to reveal his thoughts and emo- 
tions to this same doctor. 

Recent pharmacologic advances for treating the 
acutely anxious, the highly agitated, the depressed, the 
alcoholic and the addict should encourage interested 
doctors to help these people. The future of medical 
correction is the one bright shining light in the whole 
correctional field today. Now is the time for the medical 
profession to encourage research and to recruit other 
interested physicians for further advances of the 
medical viewpoint for prevention of crime. 
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This is the sixth of a series of Buffalo General Hos- 
pital—University of Buffalo Conferences on clinical 
bacteriology and immunology, conducted by Ernest 
Witebsky, M.D. and George E. Miller, M.D. and 
edited by the latter. The following participated in 
the present conference: Ernest Witebsky, M.D., 
distinguished professor of bacteriology and immu- 
nology; George E. Miller, M.D., associate pro- 
fessor of medicine; Ivan Bunnell, M.D., assistant 
professor of medicine; James Mohn, M.D., associ- 
ale professor of bacteriology and immunology; 
Richard Adler, M.D., instructor in surgery; 
Miller Schuck, M.D., instructor in medicine; Paul 
April, M.D., assistant resident in medicine; Ernst 
Beutner, M.D., assistant professor of bacteriology 
and immunology; Noel Rose, M.D., assistant pro- 
fessor of bacteriology and immunology. 


CLINICAL BACTERIOLOGY — 

IMMUNOLOGY CONFERENCE 

OF THE BUFFALO GENERAL HOSPITAL— 
UNIVERSITY OF BUFFALO SCHOOL OF MEDICINE 


Phthisis, Scrofula and Related Anachronisms 


Dr. Miter: A newspaper reader might easily assume 
from reports of the closing of so many sanatoria that 
tuberculosis is a disease that has only historic interest. 
That it is not an anachronism may be illustrated by 
several problems seen here in the last six months. 
The first patient is a 29-year-old woman who, al- 
though diabetic for ten years, was in good health until 
four months before admission when she developed a 
cold. This cold persisted and was associated with a 
nonproductive cough. During the ten days before 
admission she had had left lower chest pain of pleuritic 
character but no significant systemic symptoms. On 
admission her temperature was 100 degreés rectally 
and physical examination was essentially negative. A 
PPD was weakly positive in the first strength. Chest 
x-ray showed an infiltrate in the left lower lobe. In the 
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absence of sputum, bronchoscopy was carried out to 
obtain washings for bacteriologic confirmation of the 
clinical impression of pulmonary tuberculosis. Bron- 
choscopic inspection was negative. Following this pro- 
cedure, she developed a productive cough and the 
resulting sputum was also studied. 

The bronchial washings and sputum were positive 
for acid-fast bacilli on direct film examination. In- 
numerable colonies of these organisms were recovered 
on culture. Three gastric washings have also been 
positive for tubercle bacilli. 

Dr. Wrressky: As you see, sometimes bronchoscopic 
examination is very useful in obtaining adequate ma- 
terial for bacteriologic study. Although bronchoscopic 
visualization revealed nothing significant, it apparently 
led to better drainage of some focus, since following 
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“If you suspect tuberculosis and you have one negative bacteriologic 


report, repeat the study again and again.”’ 


this procedure a productive cough developed and the 
sputum that resulted was positive for tubercle bacilli, 
It is important to note that acid-fast bacilli were seen 
on direct smear of the sputum. Although the gastric 
washings were all positive they were positive in varying 
degrees. From the first sample only one colony grew 
out. From the second three colonies, and from the third 
specimen there were innumerable colonies of tubercle 
bacilli. All of which simply points up the fact that 
even in a straightforward case of tuberculosis we do 
not expect to find tubercle bacilli in every specimen 
examined. When we do find them, there may be con- 
siderable quantitative variation from specimen to speci- 
men. The moral, of course, is that if you suspect tu- 
berculosis and have one negative bacteriologic report, 
don’t stop. Repeat the study again and again. 

Dr. Miter: Dr. Bunnell, since this was your patient 
you might tell us what technique is used for obtaining 
a suitable gastric specimen for bacteriologic examina- 
tion. 

Dr. Bunnewt: The patient should be instructed to 
arrive fasting early in the morning. A nasogastric tube 
should be passed and aspiration attempted. If there 
are stomach secretions that can be removed, this 
aspirate alone should be placed in a sterile bottle and 
taken immediately to the bacteriology department. If 
it is not possible to aspirate gastric contents, then up 
to 50 ml. of sterile saline may be introduced and with- 
drawn from the stomach for prompt examination by 
the laboratory. 

Dr. Muer: Then even though this is called a gastric 
washing it is not a washing if you can avoid it. 

Dr. Moun: Certainly anything more than 50 ml. of 
washing fluid is to be avoided because it becomes 
physically impractical to handle such a volume in the 
laboratory. 

Dr. BunneEtL: This woman was employed in a youth 
organization interviewing young girls for summer 
camp positions. She carried out this job during the 
time she was having symptoms. What needs to be 
done about this from a public health point of view? 
Dr. Wrressky: Since this patient had no sputum 
prior to the bronchoscopy, she was probably not a very 
serious infectious hazard. Only following the develop- 
ment of sputum did she become capable of spreading 
the disease easily. 

Dr. BunneLL: As part of the general health program 
for diabetics in the clinic, this patient had chest x-rays 
at nine-month intervals. The disease apparently de- 
veloped between two of these x-rays. She is now in a 
tuberculosis sanatorium. A follow-up report describes 
the development of a fair-sized cavity. 

Dr. Apter: I think it is interesting that diabetics who 
develop tuberculosis often have lesions in the lower 
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lobe. Some experienced roentgenologists, seeing a 
suspicious fresh infiltrate in the lower lobe, when the 
apices are clear, ask immediately whether the patient 
is diabetic. 

Dr. Mater: One further general question. What is the 
best method for collecting sputum when tuberculosis 
is suspected? What kind of specimen does the bac- 
teriologist like to receive? 

Dr. Wrressky: We like to have an adequate specimen 
and this can usually be obtained in a 24-hour collec- 
tion period. We like to have the sputum in a clean con- 
tainer and not in one which has recently been used to 
stere marmalade. We also like to have the sputum in- 
side and not outside the bottle. The more material 
we get the better. If the patient has very little sputum 
we would prefer to have a 48- or even a 72-hour collec- 
tion. 

Dr. Miter: With those introductory remarks about 
a fairly straightforward case let us proceed to the next 
patient. This is a 73-year-old woman with a peptic 
ulcer that had been well controlled on diet. Two weeks 
before admission, she experienced an exacerbation of 
symptoms. Additional history was that of painful and 
enlarged cervical lymph nodes for six months. These 
nodes were present in both posterior cervical chains. 
They were tender and stony hard. The right lobe of the 
thyroid was also enlarged. The suspicion arose that 
this represented carcinoma of the thyroid with local 
metastases. After a good deal of thought and study, 
including a chest x-ray that was negative for any pul- 
monary lesion, the patient was subjected to a cervical 
node biopsy. This revealed caseating tuberculosis with 
acid-fast organisms identified in the section. After this 
pathologic diagnosis was made, sputum was collected, 
bronchoscopy was carried out and bronchial washings 
obtained. On direct film the specimens were negative, 
but on culture many colonies of tubercle bacilli grew 
out. Where did these organisms come from, Dr. 
Witebsky ? 

Dr. Wrressky: If we find acid-fast bacilli in the spu- 
tum, they must have come from somewhere in the 
respiratory tract. The fact that these were not found 
on direct film but only on culture indicates that the 
number of organisms must have been limited. Many 
years ago Zinsser calculated that in order to see one 
acid-fast bacillus on direct film you need 100,000 
organisms per ml. of material. Even though the number 
of organisms was relatively small, the fact that we 
found them points to a focus in the respiratory system 
despite the negative x-ray. If the sputum had been 
negative and organisms were found in the cervical 
lesions only, this would have suggested a localized dis- 
ease. But when we find them in the sputum as well, 
there must be a pulmonary focus. 
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Dr. Muter: Whenever lymph node tuberculosis is 
diagnosed, the possibility of a nonhuman species of 
tubercle bacillus as etiologic agent comes up. Is it 
possible that this is a bovine rather than a human 
strain? Do you make any attempt to differentiate be- 
tween human and bovine organisms in your studies, 
or does such differentiation have any practical impor- 
tance? 

Dr. Wrressky: I think it is more important from the 
academic than from the clinical point of view. We do 
not routinely carry out any differential diagnostic 
study. 


"Only following the development of sputum did she become capable 
of spreading the disease easily.’’ 


**Some experienced roentgenologists, seeing a suspicious fresh infil- 
trate in the lower lobe, when the apices are clear, ask immediately 
whether the patient is diabetic.”’ 
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**Pulmonary focus: parafocal extension. 


"Dissemination occurs tf calcified lesion breaks through a bronchus 
or blood vessel.’? 


Dr. Muer: The next patient is a 67-year-old woman 
with congenital dislocation of the left hip. However, 
she managed to get around with a cane until about 
six years ago when she developed pain and swelling in 
the opposite knee and hip. This became increasingly 
severe. The knee became so swollen, hot and painful 
that on several occasions fluid was aspirated. She was 
treated with a variety of medications including injec- 
tions into the joint. We have no information about the 
nature of this material but one might suspect that it 
was an adrenal steroid. She also had x-ray treatments 
to that joint. The clinical impression was that of 
degenerative arthritis. The hip later became involved 
and the pain associated with these two lesions was 
such that she was finally chair- and bedridden. There 
was a history of pulmonary tuberculosis 30 years ear- 
lier. 

On examination temperature was normal, the lungs 
were clear, the knee was swollen and tender with a 
good deal of free fluid being present. This fluid was 
aspirated and studied bacteriologically. One of the 
clinical suspicions at this time was infectious arthritis. 
The chest x-ray showed old calcified lesions. PPD was 
positive in first strength. The direct film of material 
aspirated from the knee was negative but culture 
showed many colonies of acid-fast bacilli. To this posi- 
tive finding might be added negative cultures of urine, 
gastric washing and bone marrow. 

Dr. Wrressky: Here we have positive findings limited 
to the knee fluid and again the question arises, where 
did the organisms come from? Did they come from the 
calcified lesion in the lung? Certainly cortisone would 
not have been injected into the joint had tuberculosis 
been suspected. 

Dr. Scuuck: I think most probably seeding took place 
at the time of the primary infection which might easily 
have been ten, 15 or 20 years ago. This is the so-called 
parafocal extension. It is my impression that this 
represents a hematogenous dissemination of disease 
and occurred at the time of the primary infection. 
Dr. Mutter: This joint lesion is 30 years old, and re- 
mained asymptomatic for 24 years? 

Dr. Scuuck: Yes, I believe this can happen in a joint 
just as it can happen in the kidney or in the spine. 
Dr. Mier: You think this more likely than that there 
is still activity at the core of the calcified pulmonary 
lesion from which dissemination has taken place more 
recently? 

Dr. Scuuck: J don’t think you can rule out an old cal- 
cified lesion with a caseous center that has recently 
broken through into a blood vessel and disseminated. 
It would be almost impossible to determine this clini- 
cally unless one could find a cavity by x-ray. 

Dr. Miter: What about the injection of cortisone 
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locally into such a joint. Is there any evidence that 
this would be harmful? 

Dr. ScHuck: We only know that in the early days of 
cortisone, some patients with healed primary lesions 
received the drug and there followed a fulminating 
reactivation of the disease with rapid fatal outcome. 
This led immediately to a good deal of fear of the use 
of steroids in tuberculosis. But there is a somewhat dif- 
ferent thought today. In fact, steroids are now being 
used therapeutically in some cases of tuberculosis, 
particularly in the aged and debilitated patient. Here 
the steroids are covered by antituberculosis drugs and 
the combination produces a more favorable response 
than the antituberculosis drugs alone. 

Dr. Mutter: Does this include the local use of the 
steroids ? 

Dr. Scuuck: I have no data on this but it would seem 
reasonable. 

Dr. Apter: I would like to re-emphasize one important 
point. The demonstration of calcium in a lesion does 
not rule out the presence of tubercle bacilli. In a larger 
lesion, even if it has been present for some time, 
organisms may be recovered from the core. If such a 
lesion breaks through a bronchus or blood vessel, 
dissemination can occur. 

Dr. Aprit: How often do you recover tubercle bacilli 
from joint fluid? Some people believe that a tuberculous 
joint does not represent infection but a sensitivity 
reaction to the organism. 

Dr. Wrressky: If there was osteomyelitis around the 
joint, then there might be an inflammatory exudate 
into the joint that would not contain tubercle bacilli. 
But if there is a truly tuberculous joint, then we usually 
find tubercle bacilli in the fluid. 

In this case the guinea pig was used for identifica- 
tion of pathogenicity of the organism. By modern 
methods we can culture tubercle bacilli quite well, and 
from the appearance of the colonies we can come to 
some conclusions about whether the organism is 
pathogenic or not. But frequently clinicians still ask 
for guinea pig inoculation, an expensive and time- 
consuming procedure. In this case I don’t think that 
the guinea pig inoculation was necessary. But it was 
requested, it was done and a positive result was ob- 
tained. 

Dr. Beutner of our department is now responsible 
for operating the laboratory in a nearby sanatorium. 
[have asked him to describe some of the current 
methods of testing the sensitivity of tubercle bacilli to 
streptomycin and isoniazid. 

Dr. Beurner: To tubes with varying concentrations of 
these antimicrobial substances, we add organisms ob- 
lained after primary isolation. Susceptibility tests 
thould not be done using sputum or gastric washing as 
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the inoculum, since the quantity of tubercle bacilli is 
unknown and the response will vary according to the 
number of organisms inoculated. Such sensitivity tests 
may give some indication of the susceptibility or 
resistance of the organisms to these drugs as well as 
some hint of their virulence. As you know, organisms 
that have become resistant to isoniazid lose their 
virulence for guinea pigs but are still pathogenic for 
humans. These resistant mycobacteria are becoming 
increasingly important in the production of human 
disease. There is not a complete correlation between 
the in vitro sensitivity and in vivo response to a drug, 
but it does give the clinician some indication of the 
way that the patient might respond to therapy. 

Dr. Wrressky: In addition to these sensitivity tests, 
certain biochemical reactions may be useful in deter- 
mining the pathogenicity of the organism. Dr. Rose 
will comment upon these tests. 


“Organisms that have become resistant to isoniazid lose their viru- 
lence for guinea pigs but are still pathogenic for humans.” 
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"We must combine x-ray, bacteriology, surgery and medicine. It is 
the intimate combination that pays off and the more intimate the 
better’? 


Dr. Rose: In recent years there has been increased 
interest in the development of simple in vitro tests to 
replace the time-consuming and troublesome pro- 
cedure of guinea pig inoculation for determining 
whether or not an acid-fast organism is a pathogenic 
or nonpathogenic tubercle bacillus. I will mention only 
a few of these tests. Currently one of the most popular 
is the Cord test, in which tubercle bacilli are inocu- 
lated into Dubos fluid culture medium. Virulent tuber- 
cle bacilli frequently form long ropes while non- 
pathogenic tubercle bacilli form amorphous groups. 
A second procedure is the test of the ability of an 
organism to take up the dye, neutral red. Pathogenic 
organisms usually take up neutral red while non- 
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pathogens only rarely do so. Most recently atte:tion 
has been directed toward the catalase activity of tuber- 
cle bacilli, a procedure that was proposed by Middle- 
brook. This consists of adding hydrogen peroxide toa 
slant containing the organisms. If the organism is 
pathogenic it will often produce catalase with resultant 
breakdown of hydrogen peroxide and release of oxygen 
producing a froth on the surface, a kind of head. If no 
catalase is present, this will not occur. 

All of these tests are subject to a good many limita- 
tions. One of the major limitations is the same that 
limits the usefulness of a guinea pig, namely that those 
organisms that have developed resistance to isoniazid 
also fail to produce positive results by these methods of 
examination. The most useful single procedure in my 
own experience has been one that Dr. Mohn has 
popularized in this area. This is the test of the ability 
of the organism to grow at room temperature, a simple 
and yet extremely useful test which correlates very 
well with other pathogenicity determinations. The 
pathogenic organism will not grow at room tempera- 
ture. 

Dr. Wrresskxy: You see our problem. The isoniazid- 
resistant organism is guinea pig negative but is still 
pathogenic. When a patient with tuberculosis is 
treated with isoniazid his organism may become re- 
sistant to this drug. When he transmits the disease to 
a second person the strain will still be isoniazid re- 
sistant. Yet guinea pig study will reveal only an or- 
ganism that appears to be nonpathogenic. 

Dr. Apter: This problem also bothers the surgeon. 
The patient whose organisms have become resistant 
to isoniazid has a higher incidence of complications 
following surgical resection of tuberculous lesions. So 
we are particularly anxious to know the nature of the 
organisms, their drug susceptibility or resistance. 
Where the organism is isoniazid resistant, we will skirt 
the disease by a wider margin than in those instances 
where the organism is sensitive to that drug. Where 
we might do a segmental resection in the case of an 
isoniazid-sensitive organism, we would do a lobectomy 
if the organism were isoniazid resistant. 

Dr. Wrressky: In order to make a complete study of 
the case from a clinical and bacteriologic point of view, 
it is necessary to do a number of things and not rely 
upon one test or one specialty. We must combine 
x-ray, bacteriology, surgery and medicine. It is the 
intimate combination that pays off and the more 
intimate the better. 

Dr. Muter: We have two further problem cases. The 
first is a 32-year-old man who had a diagnosis of 
sarcoidosis late in 1951. He was followed regularly by 
chest x-ray that showed occasional change, but he was 
entirely asymptomatic and had a negative tuberculin 
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test. In December, 1956, he developed what was 
thought to be sciatica. But the pain that went down the 
posterior aspect of his leg subsequently involved the 
anterior and lateral aspects, as well as the hip. He 
experienced a 21-pound weight loss. He was tired and 
had occasional night sweats, cough and fever. When 
he was admitted his temperature was 101 degrees. The 
examination revealed axillary lymphadenopathy, an 
irregular mass over the right hip and diffuse tender- 
ness over the right thigh. At this time the PPD first 
strength was positive. An x-ray examination showed 
a destructive lesion of the femur apparently arising 
from the periosteum and extending into the soft tissue. 
It was the impression of the radiologist that this rep- 
resented a tumor. The chest x-ray showed little 
change. Because of this diagnosis, a biopsy of the mass 
was attempted. One-half liter of thick yellow pus and 
debris were encountered and evacuated. This material 
was examined bacteriologically and showed tubercle 
bacilli. 

This raises the question of the relationship between 

tuberculosis and sarcoidosis. Dr. Witebsky, do you 
want to comment on that? 
Dr. Wrressxy: No, I definitely don’t, chiefly because 
of my ignorance of the problem, which is, I suspect, 
shared by quite a few. I will say only that I am not 
aware of convincing evidence that sarcoidosis is caused 
by an acid-fast organism. 

But may I make a much more simple comment. If 
you find 500 ml. of pus and want this material bac- 
teriologically examined, please send us the 500 ml. 


and not a swab you have dipped into it. By the time 
we get the swab it is completely dried out and we can- 
not work with it. We have sinks in the bacteriology 
laboratory, too, and if we want to dispose of material 
we can. Please don’t send us swabs if you can send us 
the material itself. 

Dr. Mier: One final patient posing a very practical 
problem. This man had a long history of hypertensive 
cardiovascular disease and recurrent episodes of acute 
left ventricular failure. He subsequently developed a 
disease that was associated with enlargement of the 
liver and spleen, fatigue and a left pleural effusion. 
The fluid was removed on several occasions. It was 
cloudy, amber and was cultured a number of times. 
One of those cultures showed on the seventh week one 
colony of acid-fast bacilli. What does this mean, Dr. 
Witebsky ? 

Dr. Wrressky: This is a very difficult problem, much 
more difficult than it appears. The difficulty lies in 
personality, namely the personality of the man who is 
responsible for giving the report. As you know, I hate 
one of anything: one colony, one test tube, one drop, 
one mouse. I like to see at least two of things and I feel 
most uncomfortable about this single colony. It is 
difficult to believe that one colony could be a con- 
taminant. Yet even though we observe as many pre- 
cautions as we can to prevent contamination, still that 
faint possibility exists. I can tell you only that I feel 
uncomfortable about it. Yet we have reported the find- 
ing of one colony, and I have signed that report which 
means that it means something. 


IN THIS PERIOD of transition between private and public support of medical education and 
research, one must destroy the barriers between medical schools and the public inherited 
from the past in the sheltered period of relative independence and freedom from community 
support. The public must be taught by example and by indoctrination that the emphasis 
must be placed on university medicine and that through its extension and improvement, the 
social and economic problems with which they are concerned and that are intimately related 
to medical care can be solved. To fulfill these goals and to advance their objectives, the 
universities need greater financial support and greater public understanding. They need 
more dependable and more unrestricted income for the support of their faculties; they need 
more support for the training of the medical teachers of the future; they need more support 
for talented students, and a more balanced support for postgraduate education and training. 
This support can be obtained if they can convince the public that the medical schools are 
pursuing a course designed to benefit and help it. The universities must build into society 
the demand for the ideal physician of tomorrow that they seek to train. 

One must not confuse basic medical education with technical training. One must distin- 
guish between the two and weave them into the same fabric. Thought must be given to the 
future because the profession is primarily concerned with educating a new generation. 
Physicians should not be men who practice the errors of their ancestors—Disraeli’s definition 
of practical men—and should not believe that progress consists only in discarding the things 
of the past. —CHEsTER S. KeErer, M.D., New England J. Med., 255:650, 1956. 
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Antibiotic Therapy: 
Clinical Application 
of Available Agents 


ALEXANDER SCHIRGER, M.D., 
WILLIAM J. MARTIN, M.D. 
AND 
DONALD R. NICHOLS, M.D. 


Mayo Clinic and Mayo Foundation 
Rochester, Minnesota 


The number of antibiotic agents is matched partly 
by the variety of their effects, both therapeutic and 
toxic. Consequently, the physician’s treatment of in- 
fectious diseases can show extraordinary versatility 
and specificity. In spite of the fact that the problem 
of resistant staphylococci has preoccupied physicians 
attention, penicillin continues to be the “favorite” 
antibiotic—a position it rightly deserves. Fortu- 
nately, other antibiotics—novobiocin, chloramphen- 
wcol, kanamycin and ristocetin—are a formidable 
armamentarium against the penicillin-resistant 
staphylococcus. 


THE ISOLATION and preliminary investigation of new 
antibiotic agents by pharmaceutical companies have 
saved countless lives and almost eradicated some dis- 
eases. However, as a consequence of multiple proprie- 
tary names and exuberant sales campaigns, confusion 
may have been generated in the minds of physicians 
regarding the precise applicability of these agents. The 
purpose of this essay is to attempt to outline the 
clinical application of antibiotic agents commercially 
available at present. 
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Penicillin 


Penicillin remains the physician’s chief weapon 
against a variety of microérganisms, most of which: are 
Gram-positive. Of the many naturally occurring peni- 
cillins, penicillin G, penicillin O and penicillin V are 
the fractions which have been produced commercially, 

Aqueous crystalline penicillin G is employed when 
rapid effect or high concentrations of the agent in the 
serum are desirable. In such instances it may be given 
by intramuscular injection or in the form of a con- 
tinuous intravenous drip. In the latter instance, in the 
treatment of a patient who may have, say, enterococcic 
endocarditis, we employ a 5 per cent solution of dex- 
trose in isotonic solution of sodium chloride or 
distilled water as the vehicle and add a small amount of 
heparin (25 to 50 mg.) to the infusion in the hope that 
venous thrombosis at the site of insertion of a plastic 
needle will be delayed. Usually, the rate of flow can be 
regulated so that 1 liter of fluid containing half the 
daily dose of penicillin is delivered within 12 hours. 

Procaine penicillin G is used when a longer-acting 
preparation is called for. In the presence of 
pneumococcic pneumonia, for instance, it is admin- 
istered intramuscularly once or twice daily in amounts 
of 300,000 to 1 million units. Benzathine penicillin G, 
in amounts of 600,000 to 1.2 million units given intra- 
muscularly, has been recommended for the long-term 
prophylaxis of rheumatic fever or glomerulonephritis, 
in which reinfection by beta-hemolytic streptococci is 
highly undesirable. The effect of this agent is said to 
persist in the body for two to four weeks. 

When penicillin is to be employed for a person 
known to have allergy to penicillin G, the hypo- 
allergenic penicillin O has been recommended, but it 
is the consensus that use of this particular compound 
does not assure that untoward reactions will not occur. 

The quest for an orally effective preparation of 
penicillin culminated in the discovery and clinical 
application of phenoxymethyl penicillin, more com- 
monly referred to as “penicillin V.” This preparation 
is readily absorbed into the serum when given orally, 
and concentrations in the blood in excess of those that 
follow similar oral doses of penicillin G are obtained. 
Two hundred thousand units of penicillin V_ given 
orally at four-hour intervals has been a satisfactory 
dose in our hands in the treatment of minor infections. 
In more severely ill patients, we have given doses of 
1 million or more units at the same time intervals. 

Despite the present availability of many newer anti- 
biotic agents, penicillin continues to have a wide 
range of usefulness. Penicillin currently is most com- 
monly employed against pneumococcic, gonococcic, 
streptococcic, meningococcic and syphilitic infections. 
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It is to be emphasized that increased resistance to 
the action of penicillin has been demonstrated only by 
staphylococci, and that organisms such as pneumo- 
cocci, which remain sensitive to the agent, are prob- 
ably best treated with penicillin whenever possible. It 
also should be noted that when staphylococci have 
been shown to be sensitive to the action of penicillin, 
the agent continues to exert an effect. We have con- 
tinued to use penicillin in these circumstances. 

The use of probenecid (Benemid) may increase the 
content of penicillin in the blood, especially if the 
original content is low, but probenecid also may 
provoke gastrointestinal irritation. 

The indiscriminate use of penicillin often has been 
decried and hardly needs re-emphasis. In a recent 
survey dealing with untoward reactions to antibiotic 
agents, it was found that penicillin was responsible for 
the greatest number. It is worth while to mention that, 
in anticipating such reactions, a history of adverse 
reactions to penicillin in the past or the report that 
the patient previously exhibited other evidence of 
allergy, particularly asthma, is more important than 
skin testing. In those unfortunate instances of anaphyl- 
actic reaction to penicillin, epinephrine should be 
administered immediately. Penicillinase may be help- 
ful against reactions of hypersensitivity to penicillin. 
Corticosteroids also may be of use in such states, but 
the presence of infection may make it hazardous to use 
them. 


Streptomycin 


With the exception of the tubercle bacillus, many 
organisms that are sensitive to the action of strepto- 
mycin also are sensitive to the tetracyclines. These 
latter drugs do not produce the toxic reactions that 
may follow the use of streptomycin, and organisms 
usually do not acquire resistance to tetracyclines as 
rapidly as to streptomycin. Therefore, in mild infec- 
tions caused by these organisms, tetracycline often is 
the drug of choice. However, in recent years it has 
been concluded by some investigators that strepto- 
mycin, when used in combination with other anti- 
biotic agents, may produce increased killing of certain 
organisms, and consequently it is often used together 
with the tetracyclines and other antibiotics. 

Although infections of the blood stream caused by 
Streptococcus pyogenes are adequately treated with 
penicillin alone, bacteremia resulting from less 
susceptible strains of streptococci often can be managed 
by combined streptomycin-penicillin therapy. __ 

Subacute bacterial endocarditis caused by Strepto- 
coccus mitis has been managed successfully by a two- 
week course of procaine penicillin G administered in- 
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tramuscularly in doses of 1 million units every 12 
hours, plus use of a streptomycin preparation in doses 
of 1 Gm., also injected intramuscularly every 12 hours. 
We have found a similar procedure useful against 
bacteremia caused by Streptococcus mitis. 

When Streptococcus faecalis is the infective agent, 
aqueous crystalline penicillin G given in the form of a 
continuous intravenous drip, in the manner previously 
described, and a streptomycin preparation injected in- 
tramuscularly in amounts of 0.5 Gm. every 12 hours, 
have given satisfactory results. The daily dose of 
pencillin is determined by results of the so-called 
serum bactericidal test; it varies from 10 miilion to 100 
million units. Such a regimen is continued for four to 
six weeks in cases of endocarditis, and in cases of 
bacteremia until the patient has been afebrile for at 
least 72 hours and until three consecutive blood 
cultures have failed to show growth. 

Streptomycin-tetracycline therapy is currently held 
by many to be the treatment of choice against brucel- 
losis. Although tularemia is not a common disease, it is 
one of the few in which streptomycin seemingly can be 
employed alone with excellent results. Use of the agent 
against tuberculosis, in combination with other anti- 
tuberculous agents, hardly requires reiteration. As will 
become apparent, streptomycin also is used in com- 
bination with the tetracyclines against serious infec- 
tions caused by Gram-negative enteric bacilli. 

Dowling noted that streptomycin may be less likely 
to cause damage to the auditory function of the eighth 
cranial nerve than will dihydrostreptomycin or a 
combination of the two substances given in equal parts. 

There are some preliminary data that would suggest 
that streptomycin pantothenate may be less toxic than 
streptomycin sulfate. 


Bacitracin 


Bacitracin is primarily antagonistic to Gram-positive 
organisms, including most strains of Staphylococcus 
aureus. It has little activity against Gram-negative 
bacteria, except those of the genera Hemophilus and 
Neisseria. An in vitro synergistic effect of this agent in 
conjunction with penicillin was noted by Eagle and 
Fleischman, and consequently these agents occasion- 
ally are combined in the treatment of severe infections 
caused by susceptible organisms. Bacitracin also has 
been given in combination with other agents, such as 
chloramphenicol, with good results against serious 
staphylococcic infections in which use of the latter 
agent alone has not been so effective. 

When bacitracin is administered intramuscularly, 
pain at the site of injection sometimes is experienced. 
More serious toxic effects which can follow the paren- 
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ANTIBIOTIC AGENTS 
CAPABLE OF CAUSING DAMAGE 
TO THE EIGHTH CRANIAL NERVE 


1. Streptomycin (vestibular branch especially) 
2. Dihydrostreptomycin (auditory branch espe- 
cially) 
3. Neomycin 
. Kanamycin 
. Ristocetin (?) 


ANTIBIOTIC AGENTS CAPABLE 
OF CAUSING ACROPARESTHESIA 


Streptomycin 


1. 

2. Dihydrostreptomycin 
3. Neomycin 

4. Polymyxin B 

5 


. Kanamycin 


ANTIBIOTIC AGENTS CAPABLE 
OF CAUSING NEPHROTOXICITY* 


Streptomycin 
Dihydrostreptomycin 
Neomycin 


Polymyxin B 
Amphotericin B 
Kanamycin 


1. 
4. Bacitracin 
5. 
6. 
7. 


*Watch blood urea closely; use caution in adminis- 
tering these agents if this value is elevated. 


teral administration of bacitracin include renal damage 
reflected by albuminuria and an increase in the con- 
centration of urea in the blood of some patients. 
Rarely, the use of this agent also is followed by gly- 
cosuria. Allergic reactions appear to be caused only 
infrequently by bacitracin. 
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The use of bacitracin is justifiable when tests of 
sensitivity indicate that a favorable response to 
bacitracin is to be expected, while the organism is re- 
sistant to the more commonly employed antibiotic 
agents. The recommended dose ranges between 10,000 
and 20,000 units given intramuscularly at six-hour 
intervals, but careful scrutiny of renal function while 
the agent is being used is imperative. 

Bacitracin has been employed safely in the form of an 
aerosol mist in pulmonary diseases. The oral adminis- 
tration of bacitracin does not result in detectable con- 
centrations in the serum, and consequently the agent, 
administered thus, has been found useful against 
staphylococcic enterocolitis. It also has been given in 
amounts of 1,000 units, by intrathecal and intra- 
ventricular injection. 


Polymyxin B 


In addition to nephrotoxicity, such manifestations 
as acroparesthesia, cerebellar ataxia, and pain at the 
site of injection have been observed after the parenteral 
use of polymyxin B. Such disturbances may appear 
within 48 hours after administration of relatively small 
doses of the drug, but usually they subside within a 
day or two after administration has been discontinued. 

It is apparent that polymyxin B is to be reserved for 
those infections that do not respond to other agents. 
The agent is active against Gram-negative bacteria of 
the coliaerogenes group and some strains of Shigella 
and Salmonella, but it is employed mainly against 
serious infections caused by Pseudomonas organisms. 

Polymyxin B is administered intramuscularly in 
doses ranging from 25 to 50 mg. every six to eight 
hours. Values for blood urea should be observed 
closely during administration of the agent. When 
polymyxin B has been administered intrathecally in 
doses of 1 mg. or less, we have observed no adverse 
effects. In the presence of enteritis caused by Salmon- 
ella organisms a combination of polymyxin B and 
neomycin can be used orally, since neither agent is 
absorbed when it is introduced by this route. 


Neomycin 


Neomycin is active against both Gram-positive and 
Gram-negative bacteria, but when it is given paren- 
terally it is nephrotoxic and may produce fever and 
various symptoms referable to the nervous system, in- 
cluding those of damage to the eighth cranial nerve. 
When administered orally, neomycin is not absorbed 
from the gastrointestinal tract and thus it has been 
found useful as an intestinal antiseptic agent. It should 
be used systemically only when safer antibiotic agents 


GP Volume XIX, Number 2 


iste 
no’ 
int 
901 
di 
fu 
ga Table 1. 
cu 
fr 
ar 
Te 
Table 2. d 
te 
ti 
d 
Table 3. 
= 


will not suffice. A total daily dose of 1 Gm. admin- 
istered in four separate intramuscular injections should 
not be exceeded. A dose of 2 mg. has been administered 
intrathecally without recognized ill effects. 

During discussion of the preceding antibiotic agents 
some untoward effects were mentioned, perhaps con- 
fusingly. It may be worth while at this point to remark 
that damage to the eighth cranial nerve (Table 1) is 
observed after the administration of streptomycin, 
dihydrostreptomycin and neomycin. Such toxicity may 
also follow the use of kanamycin, an antibiotic agent 
about which more will be said shortly. Perhaps, after 
future experience with ristocetin, likewise a newer 
antibiotic agent, it too will be included in this list. 

Acroparesthesia (Table 2) has been observed after 
the administration of streptomycin, dihyrostreptomy- 
cin, neomycin, polymyxin B and kanamycin. 

Nephrotoxicity (Table 3) rarely occurs after the use 
of streptomycin and dihydrostreptomycin; more 
frequently it is noted after neomycin, bacitracin, 
polymyxin B, kanamycin and the new antifungal agent, 
amphotericin B, have been administered. The blood 
urea should be observed closely in such cases. 


Tetracyclines 


The introduction of tetracycline hydrochloride into 
clinical medicine has largely supplanted use of the 
older antibiotics, oxytetracycline (Terramycin) and 
chlortetracycline (Aureomycin). The compounding of 
tetracycline with such substances as phosphate, citric 
acid or glucosamine has been said to increase concen- 
trations of the antibiotic agent in the blood, but such 
data are not definitive at this time. 

After the oral administration of the tetracycline 
compounds, nausea, vomiting and sometimes looseness 
of the stools may be encountered. However, when 
diarrhea develops in a patient to whom these drugs are 
being administered, a specimen of stool should be 
cultured and smears of the stool should be obtained 
promptly in an attempt to detect staphylococci. After 
the administration of these substances, a syndrome 
known as “‘staphylococcic enterocolitis” has been ob- 
served. Members of our group have reviewed our ex- 
periences with staphylococcic enterocolitis at the 
Mayo Clinic, and have stressed the potentially ominous 
significance of this complication. The incidence of 
nausea and vomiting after use of the tetracyclines is 
reduced if the agent in question is given with cold, 
pasteurized milk, or with sodium bicarbonate or 
calcium carbonate in amounts of 5 grains with each 250 
mg. of the antibiotic agent. 

As mentioned previously, the tetracyclines are ex- 
tremely useful against serious Gram-negative bacillary 
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infections such as bacteremia, in which they are often 
used in conjunction with a streptomycin preparation. 
Such a combination of antibiotics may have application 
against postoperative infections caused by Gram- 
negative organisms of enteric origin. The tetracyclines 
are employed in the treatment of other conditions, 
such as brucellosis, actinomycosis, amebiasis, rickett- 
sial disease and the less common venereal diseases, 
lymphopathia venereum, granuloma inguinale (dono- 
vanosis) and chancroid. The tetracyclines also are used 
against mild infections of the urinary tract caused by 
susceptible Gram-negative bacilli of enteric origin, 
such as coliaerogenes and Proteus organisms. 

It is our custom to administer orally 500 mg. of the 
tetracyclines at six-hour intervals. When doses are to 
be used intramuscularly, 100 to 200 mg. can be given 
conveniently every six to eight hours. When intra- 
venous administration is necessary, 500 mg. is given 
every six to 12 hours. Chemical phlebitis at the site of 
the injection is not uncommon after intravenous 
administration, and therefore use of veins in the legs 
for introduction of the agent is to be avoided. 


Chloramphenicol 


Chloramphenicol is an excellent antibiotic agent 
with a wide range of activity against Gram-positive and 
Gram-negative organisms. It remains the agent of 
choice against typhoid fever. Chloramphenicol also can 
be employed in certain infections caused by Staphylo- 
coccus aureus which are resistant to other antibiotics. 
The usual ora] dose of chloramphenicol is 500 mg. 
given every four hours. Preparations designed for 
parenteral use are available. 

Since use of this agent has been noted to coincide 
with depression of the bone marrow chloramphenicol 
should not be administered indiscriminately. 


Erythromycin 


Experiences with erythromycin at the Mayo Clinic 
have indicated that it is effective against many staphylo- 
cocci, other Gram-positive bacteria and some strains of 
Hemophilus. However, more than a fourth of the 
staphylococci encountered in hospitals associated with 
our institution currently are resistant to erythromycin, 
a fact that has lessened applicability of the agent in this 
regard. 

As said previously, erythromycin is of considerable 
use in patients who are allergic to penicillin and who 
have infections susceptible to erythromycin. 

When the agent is to be administered orally, doses 
of 300 to 500 mg. given at six-hour intervals are recom- 
mended. Mild gastrointestinal irritation may follow 


105 


) 
¥ 
a 
2 
. 
: 


oral use of erythromycin, but there is no evidence of 
serious allergic reactions. Preparations of erythromycin 
are available for parenteral administration. 


Novobiocin 


Because a major problem in the treatment of infec- 
tious disease today is the management of infections 
caused by the antibiotic-resistant Staphylococcus 
aureus, the introduction of novobiocin was welcome. 
Novobiocin is about as effective against staphylococci 
as is erythromycin, and displays no cross-resistance 
with older antibiotic agents. It can be given orally, and 
even though there seems to be considerable individual 
variation in absorption, adequate quantities of the 
agent in the serum are obtained. The commonly used 
dose is 500 mg. every six to eight hours against infec- 
tions of moderate severity, and 250 mg. every six to 12 
hours for milder infections. If circumstances so de- 
mand, it can be administered intravenously or intra- 
muscularly. Members of our group have reported 
encouraging results from the use of novobiocin against 
staphylococcic infections. 

Toxic reactions that follow the use of novobiocin in- 
clude allergic dermatitis, which has been calculated to 
occur in about 8 per cent of patients who receive this 
agent. We have noted leukopenia arising during the 
use of novobiocin, but this complication has not 
eventuated in more serious hematologic difficulties in 
our patients. Slight abdominal cramping, nausea and 
an increased number of liquid stools also have been 
encountered after oral administration of the agent. 
Yellowing of the sclerae, apparently reflecting the 
deposition of a pigment produced by the metabolism of 
novobiocin, also has followed use of the agent. 


Ristocetin 


Ristocetin is a new antibiotic agent which is effective 
against most Gram-positive cocci, but the agent 
probably is best reserved for serious staphylococcic in- 
fections, resistant to the more commonly employed 
antibiotic drugs. The agent can be administered only 
intravenously. The recommended daily dose of 
ristocetin is 2 to 6 Gm. given in two to three equal 
parts at eight- to 12-hour intervals. The agent is 
supplied as a powder in vials representing 500 mg. of 


ristocetin. A dose of 1 to 2 Gm. of ristocetin can be ad- 


ministered in 500 to 1,000 ml. of a 5 per cent solution 
of dextrose in water by the drip technique, or in 
smaller amounts of the diluent delivered more rapidly. 

Side effects include phlebitis at the site of injection, 
a reaction that may become less frequent as more 
purified preparations are evolved, skin rashes (an in- 
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cidence of 2 per cent or more), drug fever and signifi. 
cant depression of leukocytes with relative neutropenia 
(Table 4). Thrombocytopenia and toxic effects on the 
eighth cranial nerve have been reported. Eosinophilia 
may be an early sign of an impending untoward reac- 
tion to the drug. 

Romansky and coworkers have described ristocetin 
as having possible value in the treatment of endo- 
carditis caused by Staphylococcus aureus, Strepto- 
coccus mitis and Streptococcus faecalis, and additional 
investigation in this regard seems warranted. Risto- 
cetin, like bacitracin and neomycin, is not absorbed to 
any appreciable extent when it is introduced by the 
oral route and, like these agents, it may have applica- 
tion in the treatment of staphylococcic enterocolitis if 
the patient’s condition allows enteric therapy. 


Triacetyloleandomycin 


Triacetyloleandomycin is a new chemical derivative 
of the antibiotic, oleandomycin, which has been pre- 
pared by the acetylation of three hydroxyl groups in 
the parent molecule. The scope of the therapeutic 
effectiveness of triacetyloleandomycin parallels that of 
erythromycin, and the major indication for its use is 
infection caused by some strains of staphylococci re- 
sistant to other antibiotic agents. The parent com- 
pound, oleandomycin, was considered to be an agent 
not acceptable for clinical use, since weight for weight 
it is less effective against staphylococci than is ery- 
thromycin. The latter appears to remain superior to 
the new agent in its ability to induce an antibacterial 
effect, as gauged in the laboratory. In cases of staphylo- 
coccic infections caused by erythromycin-resistant 
strains, triacetyloleandomycin may have application, 
since there is a chance of approximately 70 per cent 
that the organisms may be sensitive to the action of this 
new agent. 

Side effects of this agent are few and mild; they con- 
sist of anorexia, nausea and an increased number of 
stools. Although skin reactions have been described by 
others, we have not as yet encountered them. For 
adults we employ a dose of 500 mg. given orally every 
six hours. 


Amphotericin B 


Amphotericin B is a relatively new antibiotic agent 
that gives evidence of usefulness as an effective anti- 
fungal drug. There is only minimal absorption of 
amphotericin B after it has been given orally, and 
therefore it is usually administered parenterally for 
systemic infections. At present it is recommended that 
when the agent is administered intravenously, each 
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milligram of the agent be dissolved in at least 5 ml. of a 
5 per cent solution of glucose in distilled water. 

In the beginning of treatment of our patients we 
have used an initial dose of 0.25 mg. per kilogram of 
body weight, this amount being dissolved in the appro- 
priate amount of diluent, and we have delivered this 
intravenously over a six- to 12-hour period. We have 
attempted to increase gradually the amount of the 
agent being administered to approximately 1 mg. per 
kilogram of body weight daily, depending on the toler- 
ance of the patient. It is recommended that any visible 
particles of the agent be filtered out before the drug is 
used; we are in the habit of placing a filter used for the 
transfusion of blood in the apparatus which is deliver- 
ing the medication. 

Phlebitis at the site of administration, chills, fever, 
vomiting, diarrhea, respiratory distress and azotemia 
may result from the administration of amphotericin B. 
Increasing the time involved in delivering the medica- 
tion or decreasing the total daily dose has been effec- 
tive against side effects, in our experience. We have 
found amphotericin B, given for a period of six weeks, 
to be effective against cryptococcosis, and preliminary 
data are encouraging in respect to use of the agent 
against other fungal diseases. 


Kanamycin 


Kanamycin is a new antibiotic agent which must be 
administered parenterally against systemic infections. 
Toxic effects of this drug include impaired renal func- 
tion, damage to the eighth cranial nerve, acropares- 
thesia, pain on injection, and dermal reactions. 

Although little experience with the agent against 
clinical infections has been accumulated, kanamycin 
appears to be active against many strains of staphylo- 
cocci, some strains of coliform bacilli and selected 
organisms of the genera Salmonella and Shigella. The 
drug appears to be relatively inactive against the 
majority of strains of streptococci, diplococci and 
species of Bacteroides, Proteus and Pseudomonas. In 
vitro resistance of staphylococci and Escherichia coli 
to the action of kanamycin has been induced. There is 
apparently complete cross-resistance between organ- 
isms able to resist neomycin and the new agent, and 
some evidence suggests partial cross-resistance be- 
tween organisms that can resist streptomycin and the 
new agent. If the latter finding is corroborated, the 
number of strains of staphylococci that are resistant to 
kanamycin may be higher than was initially estimated. 

It has been recommended that kanamycin be ad- 
ministered in amounts of 0.5 to 1 Gm. every six to 
eight hours when the intramuscular route is used (15 
to 30 mg. per kilogram of body weight per 24 hours). 
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ANTIBIOTIC AGENTS ASSOCIATED 
WITH DECREASED HEMATOPOIESIS 


1. Chloramphenicol 
2. Ristocetin 
3. Novobiocin (?) 


Table 4. 


ORALLY UNABSORBED 
ANTIBIOTIC AGENTS APPLICABLE 
TO STAPHYLOCOCCIC ENTEROCOLITIS 


1. Bacitracin 
2. Neomycin 
3. Ristocetin 
4. Kanamycin 


Table 5. 


It may be wise to administer the smallest dose capable 
of subduing an infection whenever such is possible, 
since it has been suspected that the incidence of 
damage to the eighth cranial nerve is appreciable after 
a total dose of 50 Gm. of this medication has been used. 

Like other antibiotic agents that are not absorbed 
when they are given orally (Table 5), kanamycin may 
have some usefulness in the treatment of staphylo- 
coccic enterocolitis if the patient can accept medication 
by mouth. When a patient has this syndrome, the giv- 
ing of an appropriate antibiotic agent by way of a stom- 
ach tube frequently is possible and is preferred to 
parenteral administration, which appears to be less 
effective. There is no objection to the giving of an 
orally absorbable agent, such as novobiocin, to patients 
who have staphylococcic enterocolitis. However, treat- 
ment often must be instituted before reports of in vitro 
sensitivity of the organisms are at hand; and it is 
logical to assume in such cases that the staphylococci 
are more likely to be sensitive to the Jess frequently 
used nonabsorbable antibiotic agents. 


Staphylococcic Infections 


Recently much thought and discussion have been 
devoted to infections caused by Staphylococcus aureus, 
and particularly hospital-related infections. Review of 
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the data on relationship of individual antibiotic agents 
to treatment of systemic infections caused by Staphylo- 
coccus aureus may be in order. 

When a program for the management of staphylo- 
coccic infections is planned, it should be realized that 
adherence to principles of asepsis, isolation of infected 
patients and elimination of carriers of staphylococci 
are of primary importance. Host factors frequently 
have become altered to such a degree as to permit 
development of such infections. Underlying diseases 
such as diabetes mellitus, agranulocytosis, hypogam- 
maglobulinemia, leukemia and Cushing’s syndrome, as 
well as the use of such agents or procedures as steroids, 
nitrogen mustard, roentgen rays, antibiotics and sur- 
gery, may encourage invasion by staphylococci. Un- 
fortunately, there is no single antibiotic agent that will 
influence favorably all systemic staphylococcic infec- 
tions, and reliance must be placed on results of in vitro 
tests of sensitivity of the organisms to different drugs, 
and on clinical judgment for the rational management 
of an individual infection. 

Penicillin is the drug of choice against staphylococ- 
cic infections if the organisms are sensitive to its 
action. However, many of the infections caused by 
hospital-acquired staphylococci—for example, those 
of the so-called 80/81 bacteriophage types—are in- 
sensitive to penicillin, so that the administration of 
penicillin for these infections probably is useless. 

Erythromycin is resorted to if the staphylococci are 
sensitive to it but are resistant to penicillin, or if the 
patient is allergic to penicillin. However, in the 
presence of certain chronic infections, such as endo- 
carditis, erythromycin alone will not suffice. 

When infections are caused by erythromycin-re- 
sistant strains of staphylococci, triacetyloleandomycin 
may be useful, since there is a 70 per cent chance that 
the organisms may be sensitive to its action. The use of 
triacetyloleandomycin against strains sensitive to its 
action but resistant to that of erythromycin may 
obviate the need for frequent use of novobiocin. This 
means that novobiocin can be held in reserve. 

Clinical experience with novobiocin in staphylo- 
coccic infections has been favorable, not only against 
infections of the skeletal system and soft tissues, but 
also against more serious states such as bacteremia, 
pneumonia and meningitis. However, in the presence 
of staphylococcic endocarditis, what was said about 
erythromycin is also true about triacetyloleandomycin 
and novobiocin: Neither would appear to be the agent 
of choice, used alone. 

If penicillin, erythromycin, triacetyloleandomycin 
or novobiocin cannot be used in- the treatment of 
systemic staphylococcic infections, recourse must be 
had to agents of less applicability. Since the use of 
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chloramphenicol has been associated with the dev: iop- 
ment of blood dyscrasias, it seems best to limit the 
application of this agent to nonendocardial stapiiylo- 
coccic infections in which the infecting strains are 
sensitive to its action but resistant to the previously 
discussed antibiotic agents. 

Ristocetin and kanamycin have been reported as 
occasionally causing serious side effects, and therefore 
these antibiotics probably should be reserved for 
serious staphylococcic infections, such as bacteremia 
and endocarditis against which no less-toxic anti- 
biotic will suffice. Ristocetin and kanamycin can be 
administered only parenterally in the treatment of 
systemic infections. 

Bacitracin and neomycin have been used success- 
fully in the treatment of various types of staphylo- 
coccic infections, but the usefulness of these agents has 
been limited by their toxicity and the need for intra- 
muscular administration. However, occasionally these 
two agents have some value in combination with 
another antibiotic. Because of the profound effect 
that the tetracyclines exert on the normal bacterial 
flora and of the possibility of superinfection by 
tetracycline-resistant staphylococci in patients who 
receive these agents, it would appear advisable when- 
ever possible to avoid administration of these drugs to 
hospitalized patients. 

Streptomycin, because of the rapidity with which 
staphylococci may develop resistance to its action, and 
polymyxin B, which has only slight, if any, anti- 
staphylococcic action, usually are not considered in 
the therapy of infections caused by the organisms in 
question. 

Preliminary experiences in the treatment of serious 
staphylococcic infections with agents thus far limited 
to investigational use, such as vancomycin, have been 
encouraging. Vancomycin is another potent antibiotic 
that has been very effective in certain antistaphylo- 
coccal infections. It has some toxic potentialities. 

It is true that, because of the emergence of strains of 
staphylococci resistant to several antibiotic agents, the 
practitioner must rely heavily on the results of in-vitro 
tests of sensitivity in order to treat such infections 
rationally. Still, time is not always sufficient to allow 
such investigation. When treatment of systemic in- 
fections must be started before the results of such tests 
are available, it is recommended that an antibiotic 
agent be used to which the staphylococci in the par- 
ticular institution or community concerned most 
likely are sensitive. These agents would be novobiocin, 
chloramphenicol, ristocetin and so on. 


A coupon for ordering an extensive bibliography accompanying 
this article may be found adjacent toor near the Index to Advertisers. 
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The ophthalmodynamometer is used for measurement 
of blood pressure in the retinal arteries. 
Formerly this instrument was of interest only 


to ophthalmologists. Now, with increasing 

emphasis on the syndrome of thrombosis 

of the internal carotid artery, other physicians have 

a legitimate interest. The technique ts simple— 
depending upon ophthalmoscopic observation 

of the retinal arteries while the ophthalmodynamometer 
is pressed against the sclera. 


Measuring the Retinal Arterial Pressure 


RICHARD B. PERRY, M.D. AND JOHN C. ROSE, M.D. 


Departments of Medicine and Physiology 
Georgetown University School of Medicine 


Washington, D.C. 


THE IMPORTANCE of careful observation of the retinal 
blood vessels by routine ophthalmoscopy has always 
been emphasized. However, many physicians are not 
aware that pressure within the retinal vessels may be 
measured. This measurement, too, can be a valuable 
diagnostic aid. 

The ophthalmodynamometer permits determination 
of the retinal artery pressure through application of 
a measurable amount of external force to the sclera. 
This, in turn, raises the intraocular tension. At the 
point at which intraocular tension equals retinal 
arterial diastolic pressure, the main retinal arteries 
pulsate. This happens because blood then flows only 
during systole. When additional increases in intra- 
ocular tension exceed the retinal arterial systolic pres- 
sure, the arteries blanch and blood ceases to flow. The 
eyeball is thus converted into a natural sphygmo- 
manometer for measuring the pressure within the 
retinal vessels. 

An ophthalmodynamometer is commercially avail- 
able from E. B. Meyrowitz Company, New York City. 
The instrument is small, compact and sufficiently 
accurate to give information of clinical value. It was 
designe «| by Bailliart in 1917, but during the interven- 
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ing years was of interest only to ophthalmologists. 
However, in the past five years, with increasing recog- 
nition of the syndrome of internal carotid artery 
thrombosis, the value of the ophthalmodynamometer 
as a diagnostic tool in this disorder has attracted the 
interest of internists, neurologists and neurosurgeons. 


Illustrative Case 


A 56-year-old housewife had sudden onset of head- 
ache and right-sided weakness three days before hos- 
pital admission. She gave a past history of a similar 
episode three years previously. She also had mild un- 
treated hypertension with blood pressure ranging 
about 150/95 for the past several years. Partial aphasia 
was noted just prior to admission. 

Examination showed equal blood pressures in both 
arms of 148/95 mm. Hg. There was a left-sided 
Horner’s syndrome, right facial and right extremity 
weakness. Carotid pulsations were normal in the neck, 
but the left carotid pulsation seemed weaker than the 
right in the tonsillar fossa. The patient was able to 
carry out simple commands but there was a complete 
expressive aphasia. There were hyperactive deep 
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3 cm. above the bifurcation. At operation, an obstruct. 
ing thrombus was removed. Postoperative retinal 
arterial diastolic pressures were equal bilaterally. 


Technique 


The Bailliart ophthalmodynamometer consists of a 
spring-loaded plunger within a sliding barrel. The 
plunger is calibrated to indicate tension in the range 
of 20 to 150 Gm. The barrel is equipped with a brake 
to stop the plunger at any point for reading. When 
necessary, the pupils are dilated with 0.5 per cent 
hydroxyamphetamine (Paredrine). When necessary 
(and most often it is not), the external eye may be 
anesthetized with 0.5 per cent tetracaine. The patient 
is placed supine. The slightly convex metal foot plate 
of the instrument is applied horizontally to the lateral 
surface of the sclera at the point of insertion of the 
lateral rectus muscle. The ophthalmodynamometer is 
then pressed against the eyeball (Figure 2). The end- 
point is obtained by observing the behavior of the 
Figure 1. Drawing of the relationships of diastolic pressures within  Tetinal arteries at the disk by simultaneous direct 
the internal carotid and ophthalmic arteries following internal | Ophthalmoscopy. When intraocular tension reaches 
carotid artery thrombosis. retinal diastolic pressure, the arteries on the disk will 
pulsate maximally. At this point the brake is applied 
and the instrument withdrawn to record the value 
on the plunger scale. The instrument may then be 
reapplied and pressure increased quickly until the 
arteries blanch. This point represents the systolic 
pressure. 

The diastolic measurement may be repeated several 
times in quick succession without materially altering 
the results. Systolic measurements can be repeated at 
no less than one-half hour periods because of the 
transient occular hypotonia caused by this magnitude 
of intraocular tension. It is generally agreed that the 
diastolic measurements provide sharper and more 
reproducible endpoints. Obstruction of an internal 
carotid artery, proximal to the ophthalmic artery, will 
lower both the ipsilateral diastolic and systolic retinal 
pressures. It is necessary, therefore, only to measure 
the diastolic pressures. 


Figure 2. Measurement of the retinal arterial pressure. While the Normal Range 
ophthalmodynamometer is pressed laterally against the sclera, the 
retinal vessels are observed direcily. The readings obtained are measured in Gm. of 


tension. However, in patients with normal intraocular 

tension, it has been found that conversion tables are 

tendon reflexes on the right, and a right extensor unnecessary and the results can be expressed directly 

plantar reflex in the lower extremity. as mm. Hg. In a series of 75 patients with blood pres- 

Retinal diastolic pressures by ophthalmodyna- sures ramging from shock values to severe hyperten- 

mometry were 74 mm. Hg in the right eye and50 mm. sion, we found that the retinal diastolic pressure 

Hg in the left (Figure 1). Percutaneous arteriogram _ averages 20 mm. Hg below the brachial diastolic pres- 
revealed occlusion of the left internal carotid artery sure as measured with a sphygmomanometer. 
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The retinal arterial pressure changes that occur in 
unilateral obstruction of an internal carotid artery 
have been described by several authors in recent years. 
These changes are based on the principle that in 
ocelusion of any artery, the decrease of pressure in the 
various accessible distal branches is proportionate 
(Figure 1). A significant decrease in retinal arterial 
pressure then constitutes a reliable guide to occlusion 
of the ipsilateral internal carotid artery proximal to 
the origin of the ophthalmic artery. A significant 
decrease can only be determined by comparison with 
the reading obtained on the normal side. 

Thomas and Petrohelos have found a normal range 
of difference between the two eyes of 0 to 14 per cent 
in approximately 250 normal subjects. The average 
difference was 2.7 per cent. In five cases of internal 
carotid artery thrombosis, these authors found differ- 
ences greater than 15 per cent in all cases. Subsequent 
authors have confirmed this, and it is generally accept- 
ed that differences from 0 to 14 per cent may be 
normal, while differences over 15 per cent suggest 
compromised flow through an internal carotid artery. 
However, the finding of normal retinal arterial pressure 
differences does not exclude impairment of the internal 
carotid artery blood flow. Collateral flow from the 
opposite internal and external carotid arteries may be 


sufficient to keep the retinal diastolic pressure in the 
normal range. Final diagnosis still must rest upon an 
arteriogram. Consistent borderline differences (10 to 
14 per cent) in the presence of neurologic signs war- 
rant an arteriogram. 


Value of the Method 


This simple and reproducible method for measuring 
the retinal arterial blood pressure is easily available. 
It is particularly useful in the diagnosis of neurologic 
vascular disorders. Since thrombosis of an internal 
carotid artery is a controllable or even curable cerebro- 
vascular accident, skill with the ophthalmodyna- 
mometer ought to be developed by physicians who see 
an appreciable number of these patients. 

Other uses of the ophthalmodynamometer are now 
under investigation in many centers. These uses in- 
clude the follow-up of patients with carotid artery 
ligation; evaluation of the efficiency of different 
methods of treating internal carotid artery thrombosis 
(anticoagulants, fibrinolytic agents or thrombectomy) ; 
determination of the extent of diseases of the aortic 
arch (aneurysmal dilatation, dissecting aneurysm and 
pulseless disease), and the measurement of retinal 
venous pressure. 


“Leon Smith, M.D. 
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Uremia and Azotemia 


LEONARD B. BERMAN, M.D. 


Georgetown University Medical Center 
Washington, D.C. 


While many chemical abnormalities 
have been identified in the uremic syn- 
drome, none account for its diverse 
clinical manifestations. The specific 
toxins responsible for signs like pert- 
carditis and gastroenteritis are elusive. 
Mere elevation of BUN is noncontrib- 
utory and, indeed, should not be 
called uremia. Treatment in uremia 
should attempt to increase glomerular 
filtration and urine flow, and to de- 
crease protein catabolic rate. 


THE WORD uremia is now more than 100 years old. but 
the details of its clinical mechanisms and biochemical 
abnormalities remain almost entirely unknown. As 
originally used, the term meant urine in the blood and 
referred to a clinical syndrome, largely neurologic, 
that resulted from the failure of the kidneys to purify 
the blood. In modern terms, uremia is a clinical syn- 
drome, involving several major systems, that results 
from impaired renal function and retention of protein 


breakdown products in the blood. 


Chemical Abnormalities 


The commonly measured alterations of uremic 
blood include elevated concentrations of urea, creatin- 
ine, uric acid, amino acids and phosphorus, and de- 
creased concentrations of bicarbonate and calcium. 
These changes, although constantly present, explain 
very little of the clinical syndrome. One of the few cor- 
relations possible is that of urea crystallization from| 
sweat at high blood concentrations (uremic frost). 
However, major uremic manifestations such as peri- 
carditis, vomiting and coma cannot be satisfactorily 
accounted for by any of the presently recognized chem- 
ical disturbances. 

This had led to the hypothesis that one or more 
products of protein catabolism, not yet identified, act 
as uremic toxins when present in increased concentra- 
tions. The toxin(s) is believed to be filterable through 
cellophane (its molecular weight, therefore, is below 
15,000) since hemodialysis reverses uremic manifesta- 
tions. Many substances have been proposed as uremic 
toxins (e.g., phenols, indoles) but none have yet 
gained any wide acceptance. The most recent investi- 
gation suggests that an elevated concentration of lactic, 
citric and other organic acids in uremic blood may 
play a role in the central nervous system manifesta- 
tions. It is obvious that renal failure sets in motion a 
number of known and unknown metabolic derange- 
ments that produce the diverse clinical signs desig- 
nated as uremic. 


Azotemia 


In spite of the foregoing, it is a useful and well es- 
tablished clinical practice to follow a patient’s progress 
in and out of uremia by changes in the blood concen- 
tration of the major protein catabolite, urea. This is 
usually measured as nitrogen and expressed as mg. 
per 100 ml. of blood urea nitrogen (BUN). An alter- 
nate method is to measure the total nonprotein nitro- 
gen (NPN). In health, the BUN makes up about one- 
half of the NPN. With nitrogen retention, the rate of 
urea accumulation is faster than that of creatinine, 
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uric acid and amino acids, so that, at high levels, the 
BUN might account for three-quarters of the NPN. 
fither measurement is clinically adequate except where 
there is failure of urea formation by the liver. Common 
ler diseases such as cirrhosis or hepatitis do not in- 
terfere with urea production, but overwhelming de- 
struction, as in acute yellow atrophy, does. An in- 
creased BUN or NPN is referred to as azotemia (nitro- 
gen in the blood) and should be used 1 in a restricted 


sense to refer to 

clinical syn igure 1). It is essential to under- 
stand that uremia is always accompanied by azotemia, 
while azotemia may be present without uremia. The 
urea itself is essentially nontoxic. 


Tut PATHOGENESIS OF AZOTEMIA 


Glomerular filtration. An leeadoot urinary excretion 
of urea, in the face of continuous production by the 
catabolism of protein, necessarily raises the blood con- 
centration, since there are no other major routes of 
egress from the body. Although various parts of the 
nephron may be involved in the failure to excrete pro- 
tein catabolites, a constant finding is “ reduction of the 
glomerular filtration rate (GFR). Im j 
an essential part of the type of renal failure that leads 


to azotemia_and_ure t is possible to speak of 


other kinds of renal failure, such as renal glycosuria 
and tubular acidosis, where GFR is 


retention and uremia do not occur.) 

A low GFR may be due to a decreased renal plasma 
flow, as in severe dehydration, or it may result from 
diseases that cause anatomic distortion and destruc- 
tion of the filtering surface. Chronic pyelonephritis, 
acute glomerulonephritis, Kimmelstiel-Wilson’s dis- 
tase are commonly encountered examples (Figures 2 
to 4). The term “prerenal_azotemia” was introduced 
some years ago to emphasize those instances of low 
GFR due to a functional rather than an anatomic 
cause. Dehydration with uremia and frequent recovery 
was the most common example cited. The term is ob- 
jectionable, first, because nearly all azotemia is renal, 
ie, the result of inadequate kidney function, and 
rcond because many such cases are examples of tubu- 
lar necrosis resulting from dehydration. 

Note that GFR must be decreased by more than 50 
per cent before azotemia results. (This is partly an 
artefact resulting from too generous an allowance for 
normal values.) The clinically useful corollary is that 
wotemia represents bilateral impairment of renal 
function. 

Urine flow rate. This may also play a role in the de- 
velopment of azotemia. Extreme derangements such 
’sanuria are of obvious import. It is not always as ob- 


Vious that apparently normal volumes of dilute urine 
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(with a low urea concentration) may be associated 
with severe reduction of GFR. Under these circum- 
stances, more than three liters of urine per day may be 
required to clear the nitrogen load for that day. 

Protein catabolic rate. The size of the daily nitrogen 
load will determine the degree of azotemia at any 
given level of GFR below the critical point. For ex- 
ample, the same degree of renal failure in a myxedema- 
tous patient would result in a lower BUN than in a 
thyrotoxic patient. Sepsis, surgery and tissue necrosis 
are frequent accelerators of protein catabolism. The 
azotemia that sometimes accompanies gastrointestinal 
bleeding represents the combined effect of the diges- 
tion and absorption of blood proteins plus the dimin- 
ished GFR associated with hemorrhage. The latter is 
a necessary condition, for normal kidneys can clear a 
protein load considerably higher than the usual daily 
intake (Figure 5). 

Tubular function obviously affects excretion of urea, 
but the details are incompletely understood. The 


clinician 1 


of GER, urine volyme and protein cataboli 


Uremic Circumstances 


The occurrence of uremia and its timing are matters 
of the widest variability in an azotemic patient. This 
will remain so until specific uremic toxins can be 
identified and measured. Until then, the determination 
of blood urea nitrogen concentration is useful, es- 
pecially when it is rapidly changing. For example, 
increments in BUN of 20 or more mg. per 100 ml. per 
day herald the onset of uremia within a relatively short 
time. Similarly, rapid decrements enable the clinician 
to predict improvement, usually within a week. 

Certain relationships of uremia, derived from clin- 
ical observations, are of interest. 

Degree of azotemia. Uremia rarely, if ever, occurs 


Figure 1. The definitions of azotemia and uremia. 
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Figure 2. Renal biopsy (110x) from a patient with chronic pyelo- 
nephritis. Heavy cellular infiltrate replaces nephrons. 


Figure 3. Renal biopsy (270x) from a patient with acute glomerulo- 
nephritis. The glomerulus is enlarged and hypercellular. There 
are thickened basement membranes and red blood cells in Bowman’s 


Figure 4. Renal biopsy (270x) from a patient with Kimmelstiel- 
Wilson’s disease. The glomerulus shows the characteristic nodule 
as well as diffuse basement membrane thickening. 
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with BUN’s below 50 mg. per 100 ml. Patients may 
sometimes tolerate much higher levels without ill ef. 
fect (and, therefore, without uremia). 

Duration of azotemia. In acute anuria, patients may 
be severely azotemic and uremic in three to four days, 
In chronic renal disease with azotemia, the develop- 
ment of uremia may be extremely insidious over weeks 
and months. 

Electrolyte concentrations in blood. Sodium, potas- 
sium, chloride, bicarbonate and hydrogen may assume 


a variety of patterns in uremic blood, none particu. | 


larly characteristic. Metabolic acidosis, however, is’ 
usually present in uremia. 

Body water. Uremic patients may have excess body 
water, deficient body water and various changes in 
compartment sizes, depending on the individual cir- 
cumstances. Again, none of these conditions is charac- 
teristic of uremia. 


Clinical Manifestations of Uremia 


The physician is often tempted to regard everything 
that happens to an azotemic patient as “uremic.” Good 
judgment is needed to prevent the errors that may 
arise from this. For example, ——. seldom 
caused by uremia and a thorough search for other 
causes is mandatory. On the other hand, muscle 
twitching is a well known uremic manifestation that 


may be accepted as such, with only brief consideration 
to other possible causes. 

The following list of clinical manifestations is in- 
tended to present some of the common phenomena 
that may be considered uremic in a patient with 
significant azotemia, provided no other obvious cause is 
present. Those anatomic and physiologic derange- 
ments of uremia that have no clinical consequences 
yet recognized have not been included. 

1. Central nervous system: lethargy, excessive sleep- 
ing, inability to concentrate, nightmares, psychoses, 
headache, muscle twitching, convulsions (Jacksonian 
or generalized), coma and hypothermia (95-97° F); 

2. Cardiovascular (exclusive of hypertension) : con- 
gestive failure, substernal pain, pericardial friction rub 
and hyperkalemic heart disease (resistance to digitalis, 
T-wave changes, conduction defects, arrythmias, car- 
diac standstill) ; 

3. Pulmonary: cough, dyspnea, hemoptysis and 
x-ray changes that may be perihilar, lobar or patchy; 

4. Gastrointestinal: anorexia, nausea, vomiting, hic- 
coughs, microscopic blood in stool and loose move- 
ments ; 

5. Skin: itching without rash, morbiliform and pete- 
chial rashes—especially following antibiotics, yellow 
or brown discoloration, dryness and frost; 
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6. Blood: anemia—normochromic and normocytic, 
thrombocytopenia, impaired coagulation and increased 
capillary fragility ; 

7. Bones: bone pain with x-ray changes representing 
combinations of rickets, osteomalacia and osteitis 
fibrosa cystica (secondary hyperparathyroidism) ; 

8. Miscellaneous: uremic stare, uremic breath odor, 
bleeding gums, unpleasant mouth tastes, wasting and 
generalized weakness. 


Treatment of Uremia 


Aside from symptomatic treatment of specific uremic 
complaints, the problems of treatment immediately 
divide uremic patients into two major groups: those 
who can increase their urine volume to well over 1,500 
ml, per day, and those who cannot. The “low volume” 
group includes patients with acute renal insufficiency 
and patients in the terminal stages of chronic renal 
disease. Uremia in such subjects can be relieved only 
by the use of hemodialysis. It is evident that dialysis 
is best used for p ially-reversible situations such 
as acute renal insufficiency with tubular necrosis. 

It is the “high volume” group that taxes the phy- 
sician’s therapeutic skill and imagination to the ut- 
most. These are usually patients with clear evidence of 
chronic renal disease, and urine volumes, prior to 
treatment, of more than 1,000 ml. per day. The major 
goal of therapy is to attain the maximal urine flow pos- 
sible for the individual patient. If the degree of azotemia 
can thus be substantially reduced, improvement of the 
uremic syndrome will usually follow, after a variable 
lag period. 

The principles and techniques of treatment in this 
group of uremic patients may be simply outlined. 
Therapeutic success cannot be predicted at the outset. 

1, Give all necessary symptomatic and supportive 
treatment (e.g., antiemetics for vomiting, red cell 
transfusions for severe anemia). 

2. Reduce protein catabolism to a minimum by re- 
duction of dietary protein intake to 0.5 Gm. per Kg. 
or less, administration of at least 100 Gm. of sugar per 
day, antibiotics for infection and antipyretics for fever. 

3. Maintain the maximum possible GFR by giving 
fluids for dehydration and digitalis for congestive fail- 
ure. Relief of obstruction may also raise GFR. 

4. Diuretic measures (Do not use mercurials}+ 

a. Begin with water in progressively larger amounts 
each day (e.g., 1,000 ml., 1,500 ml., 2,000 ml.), 
until the patient’s urine flow fails to increase with 
the added water. Fix the water intake at a level 
just below that which produces weight gain or 
edema. 

6. Add salt to the intake (parenteral or oral) in a 


GP February 1959 115 


Blood Protein Digestion + Decreased GFR = Azotemia 


Figure 5a. The pathogenesis of azotemia during hematemesis. 


Figure 5b. Azotemia does not result merely from digestion of blood. 


EXPERIMENTAL 


Blood Protein Digestion ++ Normal GFR = Normal BUN 
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fashion similar to the water (e.g., 6 Gm. 8, 10, 12, 
14), and continue to increase it until urine volume 
no longer increases each day. Fix the salt intake 
at a level just below the patient’s ceiling. Severe 
acidosis may indicate the need for giving a portion 
of the sodium as sodium bicarbonate. 

c. Continue the salt and water intake at the deter- 
mined levels as long as urine volume remains high. 
With successful therapy, patients may excrete 
more than three liters of urine per day. The ad- 
ministration of chlorothiazide is a safe way to 


augment urine volume in these patients. Its suc- 
cess is variable but sometimes striking. 
Note: Edematous uremic patients should not be 
treated in this way, as they have already demon- 
strated their inability to excrete salt and water. 
The success of this supportive and diuretic treat- 
ment is clearly not due to the reduction in BUN, 
although this is an invariable accompaniment of suc- 
cessful therapy. It is possibly due to a washing out of 
uremic toxins but we can speak of this no more specif- 
ically than did our medical colleagues of a century ago. 


About the Median Nerve 


THE MEDIAN NERVE is peculiarly vulnerable to compression 
at two points in its course through the forearm—at the 
proximal part of the forearm where the nerve passes through 
or under the pronator teres and at the distal part in the 
median carpal tunnel (Figure I). The resulting afflictions 
are appropriately named “pronator syndrome” and “median 
carpal tunnel syndrome,” respectively. 

Symptoms are somewhat similar in both syndromes— 
clumsiness in use of the affected hand, particularly the 
thumb, and paresthesia or loss of sensation in the sensory 
distribution of the median nerve (Figure 2). In addition 
in median carpal tunnel syndrome, the patient experiences 
a tingling sensation radiating into the hand when the median 
nerve is tapped lightly at the wrist (Tinel’s sign), and 
forced flexion of the wrist promptly aggravates numbness 
and paresthesias in the median distribution in the hand. 

These syndromes have an important practical sig- 
nificance. They can sometimes be relieved completely by 
surgical decompression of the median nerve at the ap- 
propriate point. 
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For MANY YEARS the problems of cerebral vascular dis- 
eases have been neglected. The rather fatalistic ap- 
proach of the medical profession too often resulted in 
lack of intensive study and positive thinking on the 
part of the physician. This was reflected by depression 
and poor attempts at rehabilitation by the patient. 
That this is a major problem to the stricken individual 
and his family, there can be no doubt. That it is a major 
problem to all communities is made clear by the fact 
that in 1952 more than 170,000 persons died of strokes 
in the United States alone. This is more than three 
times the number who died of diabetes and tuberculosis 
combined. 

It is estimated that there are more than 1.8 million 
victims of strokes in the United States today. These 
victims of cerebral vascular accidents are not all old. 
Twenty-seven per cent, or 44,000 deaths, occurred in 
patients between 23 and 65 years of age, the most 
highly productive period in life. 

A critical analysis of knowledge of these conditions 
sharply emphasizes the great ignorance regarding their 
pathogenesis as well as the limits of therapeutic efforts. 
Some of the gaps are in areas of basic science, others 
more specifically apply to this clinical field. 
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There are large and serious gaps in our knowledge of strokes— 


A Profile of Cerebral Vascular Accidents Today 


IRVING S. WRIGHT, M.D. 


Professor of Clinical Medicine 
Cornell University Medical College 
New York, New York 


their pathogenesis, and how they may be best prevented and treated. 
However, significant progress has been made. 

The meaning of intermittent neurologic signs is clearer, 

and the diagnosis of certain specific syndromes— 

e.g., insufficiency and thrombosis of the basilar 

and carotid arterial systems—is made more often. 

Long-term anticoagulant therapy is of demonstrated = - 
prophylactic value in cerebral embolism and thrombosis. 

In acute episodes, evidence for the value of anticoagulants 

and CO, inhalation is appearing. 


Atherosclerosis 


Of primary importance is the lack of knowledge 
regarding the development of atherosclerosis. This is 
the missing key. 

While the ingestion of cholesterol and other fats 
may contribute in an important degree to the laying 
down of atherosclerotic plaques in the arterial walls, 
this is quite obviously not the sole factor. There must 
also be an inherent factor within the individual that 
renders him susceptible or resistant to this process. 
We have studied patients who have lived for 50 years 
on high cholesterol diets prescribed for peptic ulcers 
without developing atherosclerosis or hypercholester- 
emia beyond that expected for their age. Others on 
relatively low cholesterol intake, although not on fat 
starvation have developed serious complications of 
atherosclerosis at an early age. Whether this is due to 
the relative amounts of estrogens and androgens pres- 
ent or to a mixture of additional unknown components 
is still a matter for study. Work that we carried out 
nearly 20 years ago, and that has since been greatly 
developed by Barr and others, strongly suggests that 
hormones may play a leading role. 
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INTERMITTENT INSUFFICIENCY 


THROMBOSIS 


Figure 1. Drawings of the basilar arterial system that indicate 
vasospasm producing the syndrome of intermittent insufficiency 


Other Etiologic Factors 


The role of the blood clotting factors must be of 
great importance but we do not understand how most 
of them function or by what mechanism they are in- 
creased or decreased. Knowledge in this area remains 
very limited despite concentrated efforts by many 
workers. The nomenclature is so confused that the 
International Committee for the Standardization of 
Blood Clotting Factors is confronted with some years 
of work in order to make communication possible. 
These factors are none the less of great significance, as 
they play a role in both the thrombotic and hemor- 
thagic episodes that make up between them the great 
majority of acute lesions of cerebral vascular disease. 

We know little about the development of congenital 
aneurysms and nothing about how to prevent them. 
We understand very little about the metabolic proc- 
esses of brain tissue or why it is so slow to return to 
normal function as compared with muscle tissue. The 
chemical changes which take place after a cerebral 
infarction represent an unknown territory. 


Diagnostic Difficulties 


At times the differential diagnosis between throm- 
bosis, hemorrhage and tumor is difficult. Prognostica- 
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(left) and finally, actual thrombosis producing serious and per- 
manent disability (right). 


tion is at best a guess. On the positive side we are able 
to make more satisfactory diagnoses than in the past. 
The following facts are helpful in deciding the correct 
diagnosis, the first step in therapy. 

In a large group of patients with regular cardiac 
rhythm and normal blood pressure, from 60 to 85 per 
cent of strokes will be found to be on the basis of 
thrombosis of a cerebral carotid or basilar artery. 

If the rhythm is irregular, especially on the basis of 
atrial fibrillation, the incidence of cerebral embolism 
increases relatively, and thrombosis becomes cor- 
respondingly less common. This is especially true of 
patients with late rheumatic heart disease under the 
age of 55 years. 

When the blood pressure is elevated, the relative 
incidence of hemorrhage increases and thrombosis 
assumes a correspondingly lesser role. It still, how- 
ever, remains more common than hemorrhage, 
according to most studies. The history of past throm- 
boembolic episodes or evidence of generalized athero- 
sclerosis with occlusive phenomena occurring in any 
segments of the arterial system increases the likeli- 
hood of cerebral thrombosis. 

Evidence of increased intracranial pressure such as 
choked disk, a feeling of fullness with severe head- 
ache, or rapidly spreading neurologic involvement 
with increased manometric readings suggests a space- 
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occupying lesion such as hemorrhage, with or without 
tumor. 

Within the past few years the fear of the lumbar tap 
for the study of the spinal fluid has been largely over- 
come and it is now much more widely used. A small 
bore needle should be used and small amounts of 
fluid (5 to 10 ml.) should be withdrawn slowly. The 
critical questions in these cases are: (1) the presence 
or absence of increased pressure, and (2) the presence 
of blood cells in quantity or xanthochromic fluid. 
These constitute contraindications for anticoagulant 
therapy. 

Electroencephalographic studies are only of value 
ifthey show abnormalities. They may be normal in the 
presence of large infarctions. If abnormalities are pres- 
ent, serial studies may show reyersion toward normal 
after a thrombosis, embolism or hemorrhage. This is 
unlikely in the presence of a tumor. 

Angiography is of value in the study of aneurysms, 
A-V anastomoses and vascular tumors. This proce- 
dure is to be regarded as a real advance in the study 
of the presence of thrombosis, embolism or hemor- 
thage, and serious accidents following its use have 
recently been markedly reduced. 


Intermittent Premonitory Episodes 


There are several types of circumstances under 
which transient, intermittent, mild episodes of neuro- 
logic weakness may occur. These frequently presage 
serious, major paralysis and they are therefore not to 
be considered lightly. 

The mechanism of these “little strokes” is fre- 
quently not clear. It may vary between cases and even 
within a single case. Indeed more than one mechanism 
may participate at a given time. 

The concept of vasospasm as a factor in such epi- 
sodes is still a matter of uncertainty. Yet vasospasm 
of the cerebral vessels has been repeatedly demon- 
strated under direct vision, both experimentally and 
at neurosurgical operations. It has been stated that the 
presence of atherosclerotic plaques in the affected 
vessels at autopsy has ruled out the possibility of 
spasm having been a factor during life. This is not 
logical in view of similar situations elsewhere in the 
arterial tree. For example, the major vessels of a leg 
may be heavily involved and even occluded with 
atherosclerotic plaques, yet spasm with blanching can 
be produced in the collateral vessels by means of cold, 
pain and anger. No one has proved that this mechanism 
cannot operate in the brain. 

Denny-Brown has emphasized the possible role of 
stenosis of the basilar or carotid arteries in this type 
of picture, but this has not been a universal finding at 
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autopsy and it does not satisfactorily explain the 
intermittent phases with complete clearing. 


INTERMITTENT BASILAR ARTERY INSUFFICIENCY 


Millikan and Siekert have recently correlated studies 
of intermittent insufficiency of the basilar arterial sys- 
tem and of the carotid arterial system (Figures 1 and 
2). The symptoms and signs of these conditions have 
been recognized for many years but the significance of 
the premonitory symptoms and signs have only re- 
cently been emphasized by these workers and others. 
The syndrome produced ‘by basilar artery disease 
finally terminating with thrombosis is a very complex 
one. It is characterized by transitory episodes occur- 
ring months or even years before the final illness. These 
episodes may appear minor or moderately severe, last- 
ing from a few moments to many hours. The manifesta- 
tions vary greatly depending on the centers involved. 
They may include diplopia, blurred vision, vertigo, 
weakness of the extremities, thickened speech, numb- 
ness, suboccipital headache, vertigo with or without 
vomiting, ataxia, mental confusion, faintness, hemi- 
paresis that may develop into quadriplegia, twitching 
of the extremities and even convulsions. Coma is com- 


Figure 2. Drawing of the internal carotid arterial system, with 
thrombus progressing to complete occlusion. 
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mon. The visual symptoms may include focal blind- 
ness. Portions of the visual fields are commonly 
affected, but in some patients this involves the lower 
halves, and in others hemianopsia may occur. One pa- 
tient we studied could not read the last few words of 
each line in a newspaper column for two weeks, after 
which normal vision returned. 

One of the most characteristic features of inter- 
mittent insufficiency of the basilar arteries is the shift- 
ing of the signs from one side of the body to the other 
and often back to the original side. This is in contra- 
distinction to involvement of the middle cerebral ar- 
tery when the signs and symptoms are largely con- 
fined to the contralateral side. During terminal attacks 
these patients usually develop a fever that may rise to 
above 105°F. 

Millikan and Siekert have suggested that this condi- 
tion be divided into two phases. The first phase they 
have termed “intermittent insufficiency of the basilar 
artery” during which periodic episodes of neurologic 
dysfunction occur, with the patient returning to a state 
of well being between episodes. This may continue 
over a period of weeks, months or years. The mech- 
anism of this is not understood. It may be due to 
vasospasm of the basilar arteries or their collateral 
branches or it may be on the basis of sludge formation 
of blood passing very slowly or even stopping tem- 
porarily in narrowed areas of atherosclerotic vessels 
(Figure 1). Temporary stenosis and aneurysm dilata- 
tion have also been suggested. 

The second phase which they have termed “impend- 
ing (or actual) thrombosis within the basilar arterial 
system” consists of a progression of neurologic ab- 
normalities over a period of days or weeks. This results 
in more serious and permanent involvement frequently 
terminating in coma, paralysis, blindness or death. 
Occlusion of the basilar artery is very serious and few 
patients survive this development. 


INTERMITTENT CAROTID ARTERY INSUFFICIENCY 


Intermittent insufficiency and thrombosis of the 
carotid arterial system has also recently been sub- 
jected to more careful investigation. While the syn- 


drome of unilateral blindriess with contralateral pa- 


ralysis has come to be considered typical of carotid 
artery thrombosis, thepremonitory syndrome that 
warns of impending tragedy has recently been em- 
phasized by Millikan and Siekert. The first branch of 
the internal carotid artery is the ophthalmic artery 
(Figure 2). The internal carotid then gives off the 
posterior communicating artery and the anterior cho- 
roidal artery and finally divides into the anterior and 
middle cerebral arteries. These vessels thus supply the 
retina, frontal lobe, portions of the temporal and 
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parietal lobes as well as the corpus striatum and the 
posterior limb of the internal capsule. Interference with 
the blood flow in those branches can produce a wide 
variety of symptoms depending on the site of maxi- 
mum ischemia. 

The typical premonitory syndrome consists of inter- 
mittent attacks of unilateral impairment of motor or 
sensory function, or both, frequently associated with 
difficulty with speech and homolateral visual disturb- 
ance. There is no evidence of impaired consciousness 
or convulsions. The patient returns to normal after 
each premonitory episode. Later the complete occlu- 
sion by thrombosis may be demonstrated by arteriog- 
raphy, surgical exploration or autopsy. 

This syndrome does not produce the signs of intra- 
cranial pressure seen -with space-occupying lesions 
such as neoplasms. It may be confused with a basilar 
artery occlusion but does not produce symptoms that 
shift from side to side. In some instances both the 
carotid and the basilar arterial segments may be in- 
volved, producing a very confused picture. 

The mechanism of the intermittent episodes with 
recovery is not clear and the reader is referred to the 
previous comments regarding the pathogenesis of 
basilar artery insufficiency which are equally pertinent 
to this condition. 


Treatment 


Until recently the treatment for all cerebral vascular 
diseases was futile. The outcome was rarely affected 
by any steps the physician could take. We are now 
entering an era of positive therapy. We do not con- 
sider our present treatment entirely satisfactory, but 
progress has been made both in the prevention and 
treatment of these conditions. 


Pasvanrive ‘TREATMENT 


The most clearly demonstrated step in the preven- 
tion of strokes relates to those due to embolism. Since 
we first reported the prevention of emboli from hearts 
in atrial fibrillation, as well as from those with recent 
myocardial infarction, other workers have confirmed 
these observations. 

The incidence of thromboembolism on and off anti- 
coagulant therapy in 90 patients. Excluding the first 
episode that marked the beginning of the period of 
observation, a total of 229 thromboembolic episodes, 
of which 67 were cerebral, occurred during a total of 
2,842 patient months off therapy (Figure 3). During 
the period of 2,291 patient months on anticoagulants, 
there were 72 episodes of which 16 were cerebral 
(Figure 3). Of these, 20, including five cerebral, 


occurred when the nearest prothrombin time was be- 
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low 20 seconds. (The term “nearest” as used in this 
study refers to the last prothrombin time recorded 
before the thromboembolic episode or the first one 
following the episode, whichever was closer in time 
to the day on which the episode actually occurred.) 

The lower incidence of thromboembolism with anti- 
coagulants was apparent in all subgroups when pa- 
tients with and without atrial fibrillation, with and 
without congestive heart failure and with various 
valvular lesions were considered separately. The same 
was true when patients were divided into subgroups 
according to the etiology of their heart disease. 

The recurrence rates of thromboembolic episodes 
and of those involving the brain in untreated cases 
were analyzed. Over 60 per cent of patients in the 
theumatic and arteriosclerotic and/or hypertensive 
groups would have had another thromboembolic epi- 
sode within one and a half years after the first, and over 
90 per cent within six years. When cerebral episodes 
were considered separately, about 25 per cent of pa- 
tients would have suffered a recurrence within a year 
and a half after the first cerebral episode and 45 to 50 
per cent within six years. Although the number of re- 
currences was highest during the first year, the epi- 
sodes continued to occur thereafter. The rheumatic 
and arteriosclerotic and/or hypertensive groups fol- 
lowed similar patterns throughout. 

Complications. There was a total of 51 hemorrhagic 
complications in 30 patients; 40 were minor in nature 
and 11 of these occurred in one individual. Of the 11 
major complications, five were cerebral hemorrhage 
and only three of the 11, all cerebral, were fatal. In the 
two instances of subarachnoid hemorrhage, recovery 
was complete. In one of the three fatal cases, hemor- 
thage into a previous infarct may have been responsible 
for the death. These complications occurred over a 
period of 2,532 patient months or 211 patient years of 
anticoagulant therapy. Treatment of complications 
consisted of simple omission of anticoagulant drug, 
vitamin K, therapy and in a few instances (before the 
advent of potent vitamin K, preparations), whole 
blood transfusions. 

Thirty-two patients died during the period of this 
ttudy. Four deaths were due to hemorrhage, 18 fol- 
lowed thromboembolism and ten were due to unre- 
ited causes. One of the hemorrhagic deaths occurred 
wer three months after anticoagulants were discon- 
tinued. In nine of the 18 thromboembolic deaths, the 
tpisode leading to death occurred while the patient 
Was receiving anticoagulants; but in four of these the 
nearest prothrombin time was below 20 seconds. 

Continuous vs. intermittent therapy, and effective 
prothrombin levels. During continuous therapy there 
were fewer episodes than when treatment was inter- 
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Figure 3. Chart showing the incidence of thromboembolic episodes 
on and off anticoagulant therapy in 90 patients. 


rupted. Among patients whose treatment: was inter- 
rupted, courses of anticoagulant therapy were begun 
more frequently, in most instances within a short time 
after a thromboembolic episode. If the danger of throm- 
boembolism is greater shortly after an episode, this 
may explain, at least in part, the greater incidence of 
recurrences during interrupted therapy. In addition, 
the prothrombin time may often be more difficult to 
keep within the therapeutic range during early phases 
of treatment until maintenance dosage of anticoagu- 
lant has been determined. 

About 28 per cent of the thromboembolic compli- 
cations on therapy occurred when the nearest pro- 
thrombin time was below 20 seconds. The exact pro- 
portions of the time during which the prothrombin 
time was above and below this value in this study, are 
not presently available. However, in a similar group of 
patients from the same clinic, the prothrombin time 
was below 20 seconds 17 per cent of the total period of 
therapy. This would tend to indicate that thromboem- 
bolic episodes occurred more frequently when the 
prothrombin time was below 20 seconds. No striking 
difference was apparent between the incidence of 
thromboembolic episodes when the prothrombin time 
was between 20 to 25 seconds and above 25 seconds. 

The consideration of thromboembolic deaths in- 
dicates that approximately equal proportions occurred 
on and off treatment. Most of these patients, however, 
sustained numerous thromboembolic episodes and 
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they probably represent the most severely affected 
group. It seems that in some of them anticoagulants 
are less effective than in patients with less severe 
illness. More painstaking control of the prothrombin 
time at a higher therapeutic level is warranted in the 
hope that it might render the therapy more effective 
in the severely affected patients. 


Lonc-TERM ANTICOAGULATION 


On the basis of this and other studies, long-term 
anticoagulant therapy can be considered to be in- 
dicated in a number of types of cerebral vascular 
disease. However, the physician should consider each 
case individually and assess the patient as to the 
presence of possible contraindications. The usual con- 
traindications to anticoagulant therapy have been 
discussed in previous papers. Their presence has to 
be weighed against the urgency of the indication for 
the use of anticoagulants, and if the treatment is 
decided upon, special caution must be exercised. The 
diagnosis of the cerebral lesion must be established as 
exactly as possible, because of the risk inherent in the 
administration of anticoagulants to patients with 
cerebral hemorrhage. 

At first, it was widely held that mitral commis- 
surotomy would prevent further emboli. Unfortun- 
ately, this has not proved to be true. It probably does 
reduce the incidence, but if the patient has suffered 
embolization before operation, and if the heart con- 
tinues in a state of fibrillation, the chances of recurrent 
emboli after the operation are high enough to justify 
continued anticoagulant therapy. 

We now prepare all patients for commissurotomy by 
giving a course of anticoagulant therapy for from two 
to four weeks prior to surgery. The prothrombin time 
is then reduced to a few seconds above normal or to 
normal levels. Within a day or two after the operation 
is performed, therapeutic levels are resumed. If the 
rhythm is regular and no emboli have occurred, we 
discontinue the anticoagulants from three to four 
weeks after operation. If rhythm is irregular, we con- 
tinue them, depending on the personal situation of the 
patient. 


ANTIHYPERTENSIVE THERAPY 


Since the majority of hemorrhagic episodes occur 
in patients with hypertension, it is logical to attempt 
to prevent them by reducing the blood pressure. The 
new antihypertensive drugs help in this regard. How- 
ever, since with the use of these drugs it appears that 
fewer hypertensive patients are dying of other com- 
plications of their disease, a larger percentage are 
living long enough to finally succumb to cerebral 
vascular disease. It should be pointed out that sudden 
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drops in blood pressure may produce or accentuate 
both renal and cerebral complications. 


Treatment in an Acute Episode 
ANTICOAGULANT THERAPY 


It has proved easier to demonstrate the favorable 
effect of anticoagulants on the incidence of later epi- 
sodes than to establish beyond doubt a favorable effect 
on the course of an acute episode. It appears logical 
to use these substances where the diagnosis of throm- 
bosis or embolism is reasonably established in an effort 
to: (1) encourage disintegration of a soft clot as 
rapidly as possible; (2) prevent the propagation of the 
existing clot that might otherwise block off additional 
branches of the vessel, thus increasing the size of the 
infarction; (3) prevent additional new thrombi from 
forming in other cerebral vessels or elsewhere while 
the blood is in a hypercoagulable state (common after 
an initial thrombus), and (4) prevent new emboli from 
arising from the heart by interrupting the propagation 
of the mother mural thrombus. 

There has been some concern that the hemorrhage 
encountered in cerebral infarcts may be aggravated by 
anticoagulants. However, preliminary studies seem to 
indicate that as with myocardial, renal and pulmonary 
infarcts, this is not of significance. We do not accept 
this as proved as yet, and are initiating a ten-year com- 
prehensive study under the joint auspices of Cornell 
and New York University Medical School and Bellevue 
Hospital to obtain definitive information regarding 
this and many other facets of the problem. We have 
used this treatment for thromboembolism whenever it 
has occurred within the cerebral vascular tree since 
1946, but our studies are still incomplete. 

Millikan and Siekert have studied in some detail the 
use of anticoagulants in the treatment of intermittent 
insufficiency of the carotid arterial system and of 
thrombosis of the basilar artery. In the later condition, 
14 per cent of the patients receiving anticoagulants 
died, while 43 per cent of a control group (not receiv- 
ing such therapy) died. It can be concluded that this 
form of therapy is promising; but it needs further 
study, especially in the technique for the selection of 
suitable patients. 


STELLATE GANGLION BLOcK 


This is presently a highly controversial form of 
therapy. De Takats and others have reported favorably 
on its use. The proponents of this form of therapy 
claim that cerebral ischemia secondary to vasocon- 
striction in the zones surrounding the infarction is 
benefited by the increase in vascularity and collateral 
circulation. In favor of this is the fact that improve- 
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ment in neurologic signs has been reported in some 
patients. This has frequently been temporary. Other 
observers have concluded that the procedure is not 
worth the risk. Our general-impression is that it is 
used less than it was several years ago. Measurements 
have failed to indicate any increase in cerebral blood 
flow as a result of this procedure. In evaluating im- 
provement during the early days after an acute epi- 
sode, it should be remembered that without any 
treatment, remarkable and rapid improvement is not 
unusual, 


INHALATION OF CARBON DIOXIDE 


The work of Kety and others has demonstrated that 
increased COs in the blood increases the blood flow to 
the brain. The inhalation of this gas would therefore 
appear to be a sound approach. This can be ac- 
complished by using a mixture of 5 per cent CO2 and 
95 per cent Oo, or by rebreathing into a paper or plas- 
tic bag. The effect is short and the treatment must be 


repeated many times a day. The value of CO, inhala- 


tion in the treatment of cerebral infarction is yet to 


be finally established. 


OTHER THERAPY 


No other forms of therapy have been generally 
accepted to be of value. Skillicorn and Aird have re- 
cently reviewed available therapy. Among methods 
that have been advocated are the following: 

1. Intravenous procaine (500 mg.) in 500 ml. of 

normal saline infusion. 

2. Histamine phosphate 5.5 mg. with 50 Gm. of dex- 

trose in 1,000 ml. of saline as an infusion. 

3. Nicotinic acid 100 mg., three times daily. 

4. Alcohol. 

5. Cortisone. 

6. Surgical procedures. 


A coupon for ordering a bibliography accompanying this article 
may be found adjacent to or near the Index to Advertisers. 


Multiple Birth Roster 


Tue New York Crry Department of Health has established a ‘Multiple Birth Roster.” The 
roster is intended to be a source of information for research workers in genetics, child develop- 
ment and other fields. The department will cooperate with researchers to supply them with 
some data which may be helpful to them to initiate genetic studies. 

All multiple births involving at least two live infants are included in the roster. All the 
identifying, demographic and pregnancy information available on the birth certificate of each 
infant is punched on a tabulating card. A photostatic copy of the complete record of birth is 
also in the register, so that details not available on the punched card may be conveniently 
abstracted. The roster will be kept up to date in three respects: adoption of a child, death 
during the first year of life and data fed back to the roster by the individual researcher. The 
roster was initiated as of January 1, 1958 and will be continued indefinitely. At a later date an 
evaluation will be made to determine whether its usage by researchers warrants its con- 
tinuation. 

Researchers requesting information from the roster will be expected to adhere to such 
requirements as the department may deem necessary. All requests will be reviewed as to the 
qualifications of the investigator and the value of the proposed study. Investigators may be 
asked to allocate clerical staff to assist in selecting the data requested. Facts elicited by home 
interviews or abstract of records, or both, are to be made available by the researcher to other 
researchers to avoid duplication of effort. 

Formal requests should be submitted to Dr. Harold Jacobziner, Assistant Commissioner for 
Maternal and Child Health Services, New York City Department of Health, 125 Worth Street, 
New York 13.— Science, 128:889, 1958. 
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Antitetanus Immunization 
and Precautionary Measures 
Against Serum Accidents 


MURRAY L. MAURER, M.D. 
AND ABNER M. FUCHS, M.D. 


Department of Medicine 

New York University Postgraduate Medical School 
and the Division of Allergy of the Medical Service 
University Hospital 

New York, New York 


Protection against tetanus is a frequent need 
in practice. In a patient who has previously 
been immunized with tetanus toxoid, 

a booster dose of 0.5 cc. of the toxoid affords 
good protection. In other instances, 

tetanus antitoxin is used, but never 

with the same feeling of assurance 

and never without the utmost precautions 
against serum reactions. 


TETANUS is a severe and dreaded complicatioi of 
wounds. This neuromuscular disorder is caused by a 
specific exotoxin of the infectious agent Clostridium 
tetani. It is characterized by local or general convulsive 
spasms of the voluntary muscles, a tendency toward 
episodes of respiratory arrest and a 50 per cent 
mortality rate. 

Puncture wounds, whether from nails or any other 
foreign bodies, including wood splinters, are probably 
the most common point of entry and development of 
the tetanus bacilli. However, tetanus has occurred as a 
complication of the most trivial abrasion as well as of 
the most extensive war wounds. Insect bites, vaccina- 
tions, burns, decubitus and other ulcers, pelvic in- 
flammatory disease, chronic infections, such as 
chronic otitis media, may readily provide the focus of 
infection. 

Cases have been seen following hypodermic injec- 
tions, whether therapeutic or self-induced, as by 
drug users; following surgical procedures, such as 
hysterectomy and dental extractions, and particularly 
after criminal abortions. 

The incidence of clinical tetanus is sufficiently high 
to make it obligatory that prophylactic measures be 
taken as part of the emergency treatment of any con- 
taminated wound or severe burn. While the value of 
thorough débridement of wounds cannot be over- 
emphasized in the prevention of tetanus, all patients 
with accidental wounds or wounds of violence should 
be given passive or active immunization. Antibiotic 
therapy should not be relied upon for the prevention 
of tetanus without proper débridement of the con- 
taminated tissue and without passive or active im- 
munization. 


Immunization 


It has been accepted ever since World War I that a 
single injection of tetanus antitoxin, usually in the 
dose of 1,500 units, will produce a high degree of pro- 
tection against tetanus if given soon after an injury. As 
a consequence of a study reported by Stafford, Turner 
and Goldman of Johns Hopkins University in 1954, 
the prophylactic value of one injection of 1,500 units of 
tetanus antitoxin is doubted, since a review of cases 
showed that clinical tetanus did develop and that the 
mortality rate was not decreased despite the pro- 
phylactic use of T.A.T. This fact would suggest that 
bacterial growth and toxin production continued after 
the antitoxin was excreted or neutralized. The thera- 
peutic value of antitoxin in clinical tetanus is, how- 
ever, not disputed. 

The Johns Hopkins study indicated that a pro- 
phylactic booster dose of tetanus toxoid did provide 
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adequate protection. This was true even if the initial 
active immunization had been completed as much as 
ten or more years before. In the large number of pa- 
tients studied, all those who had had past active im- 
munization demonstrated measurable antitoxin levels. 
The majority of these patients demonstrated a serum 
antitoxin of 0.05 units per ml. or higher, the accepted 
protective serum antitoxin level being 0.1 unit per ml. 
When a booster dose of tetanus toxoid was given to 
these patients who had had past active immunization, 
itwas noted that after four to five days, the serum anti- 
toxin level began to rise. This serum antitoxin level 
was substantially increased to well above the protec- 
tive level by seven days. After 14 days the serum anti- 
toxin level was found to be as high as 10 units per ml., 
100 times the accepted protective level. It should be 
noted that the four- to five- day lag period that exists 
before the serum antitoxin starts-to increase after a 
booster dose of tetanus toxoid, is no longer than that 
required for the peak protective level to be reached 
after passive immunization with antitoxin. Serum anti- 
toxin levels could not be demonstrated in any in- 
dividual who had not been actively immunized with 
tetanus toxoid. In addition, a level could not be found 
for as long as 14 days after the initial injection of the 
tetanus toxoid. 

It is recommended, therefore, that the initial active 
immunization begun in early childhood, in military 
service, Or as part of any industrial or other immuniza- 
tion program, be maintained by periodic booster doses 
of tetanus toxoid. 

It is further urged that in this age of preventive 
medicine, all other individuals, especially those who 
are allergic, who have never been actively immunized 
receive active immunization. Certainly the almost 
complete absence of tetanus in the United States 
Armed Forces during World War II vouches for the 
eflectiveness of such immunization. Two doses of 0.5 
cc. each of purogenated tetanus toxoid (aluminum 


I. As a first step, ascertain whether the patient has 
ever been immugized against tetanus with 
tetanus toxoid. (Bear in mind that since 1940, 
an increasing portion of the United States 
population has been actively immunized with 
tetanus toxoid, particularly children and those 
adults who served in the armed forces.) 

If the patient has in the past been actively im- 

munized with tetanus toxoid, immediately give 

a booster dose of 0.5 ml. of tetanus toxoid. Skin 

testing is not necessary. No other steps are necessary. 

. If there is no history of past active immunization 
with tetanus toxoid, then ascertain from the pa- 
tient whether he has an allergic background, if 
he is horse sensitive, or if he has ever had serum 
sickness from therapeutic sera. 

A. Test every patient, both allergic and non- 
allergic, with horse serum before administer- 
ing any therapeutic sera. 

B. For ophthalmic and intradermal testing, 
have available dilutions of horse serum 
1:100, 1:10 (or the antitoxin). 

. Have immediately at hand before any other step 
is taken: 

A. A length of rubber tubing to use as a 
tourniquet, proximal to the test or injection 
site of any reaction that proves threatening. 
Even the skin test may prove dangerous. 

. Epinephrine 1:1,000, fresh, in a vial capped 
with a rubber diaphragm, for use in 0.5-ml. 
doses subcutaneously or even intravenously 
or into the heart. 

C. Cortisone for intravenous administration. 

D. Oxygen tank with mask. 

E. Tracheostomy set. 


Procedures to be Followed 


1. Testing is done on the outer aspect of the upper 


phosphate absorbed) at four- to six-week intervals, or 
three doses of 0.5 cc. each of purogenated tetanus 
toxoid fluid at three- to four-week intervals will 
actively immunize against tetanus. This immunity 
should be maintained by the administration to both 
children and adults of a booster dose of either toxoid 
preparation at three- to five-year intervals. 

Passive immunization with tetanus antitoxin at 
present is widely used. The high incidence of serum 
accidents resulting from its use would perhaps suggest, . 
that it should be used more judiciously. In keeping 
with the foregoing, the following is an outline of pre- - 
cautionary measures against " serum accidents, with 
pecial consideration given to the administration of 
letanus antitoxin. 


arm. Test intradermally with horse serum (or the anti- 
toxin) diluted 1:100. Read the test after ten to 15 
minutes. If this test is negative, do ophthalmic test 
with horse serum diluted 1:10, by instilling one drop 
into the conjunctival sac. Moderate skin reactions 
(wheal formation of approximately 1 cm. with sur- 
-rounding erythema), dnd marked skin reactions 
(wheal formation with pseudopodia and surrounding 
erythema) are significant. Should the ophthalmic test 
be maskedly positive as manifested by severe swelling 
and injection of the conjunctiva, instill one drop of 

epinephrine, | :1,000. 
2. The injection of therapeutic horse serum is con- 

traindicated in: 

a. The patient known to be subject to asthma as a 
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Dosage schedule for subcutaneous administration of fractionated doses of 
tetanus antitoxin. All doses are at 15-minute intervals. 


Caution: Discontinue at once if there is a general reaction or a pro- 
nounced local reaction. Use tourniquet above site of injection, and admin- 
ister epinephrine as indicated. Longer intervals and smaller doses may 
be necessary in very sensitive patients. 


Table 1. 


result of sensitiveness to horse dander and who 
gives a positive response to cutaneous and ophthal- 
mic tests with horse serum. In such exquisitely 
sensitive cases, the use of bovine serum is also usu- 
ally contraindicated, due to the presence of a com- 
mon factor. 

b. The patient found sensitive to horse serum by 
ophthalmic and skin test even with a negative history 
of horse allergy. 

3. The cautious administration of fractionated 
doses of therapeutic horse serum (Table 1) may be 
attempted in: 

a. The patient who is known to be sensitive to 
horse dander but who nevertheless gives negative 
responses to cutaneous and ophthalmic tests with 
horse serum. The assumption here is that the pa- 
tient is sensitive to the dander but not to the serum. 


b. The patient found sensitive by skin test to 
horse serum but not to horse dander, with a h:story 
of serum sickness from a previous therapeutic ad- 
ministration of horse serum. Special care is iieces- 
sary if the interval since the serum sickness is three 
months or less. 

4. Therapeutic serum may usually be safely ad- 
ministered even intravenously in those patients found 
negative to horse serum by ophthalmic and skin test, 
and with a negative history of horse allergy. 

5. Bovine therapeutic sera may be substituted, fol- 
lowing the same precautionary measures outlined 


above. 


General Considerations 


1. Drugs usually of little value in general reactions 
are antihistamines, even when administered parenter- 
ally, amyl nitrite, camphor in oil, injectable digitalis 
preparations, strophanthin, strychnine. 

2. Immune horse serum is prepared against tetanus 
and also against anthrax, botulism, diphtheria, ery- 
sipelas, gas gangrene, meningitis, scarlet fever, 
tularemia and rabies. 

3. Serum accidents may not develop for one hour or 
longer after serum therapy. The briefer the interval, 
the more serious the reaction. J¢ is essential, therefore, 
that the patient be kept under close observation for one 
hour. Evidence of a reaction may appear within a split 
second of the injection, consisting of itch of the palms, 
general flushing, hacking cough, massive hives at the 
injection site. Within one to 15 minutes, there may 
occur general flushing, hacking cough, erythema, 
generalized urticaria, asthma, rhinitis, abdominal and 
uterine cramps, vomiting, diarrhea. Then generalized 
edema, cyanosis, shock, unconsciousness, and even 
death from asphyxia due to edema of the larynx. The 
early signs of a general reaction must be recognized so 
that appropriate measures may be immediately insti- 
tuted. A severe constitutional reaction is a true medical 


emergency. 


A coupon for ordering a bibliography accompanying this article 
may be found adjacent to or near the Index to Advertisers. 
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The increasing popularity of power lawn mowers ts associated 

with an increasing number of serious injuries to the operator 

and bystanders. Physicians should appreciate this trend 

and suggest warnings to patients, based on knowledge 

of the types of injuries caused by use of these new mowers. 

Accidents due to rotary lawn mowers are more frequently encountered 
than those caused from use of the old-fashioned reel types. 
Lacerations of the hands and feet are 

the most common types of injuries. The frequent impact and lodgment 
of foreign bodies cause graver injuries, 

not only to the operator, but to bystanders. 


Injuries from Power Lawn Mowers: 
Some Roentgenographic Aspects 


ROBERT N. BYRNE, M.D. 

LOUIS S. BRINGHURST, M.D. 
AND J. GERSHON-COHEN, M.D. 
Department of Radiology 


Chester County Hospital. 
West Chester, Pennsylvania 


THE BUILDING BOOM and subsequent development of 
suburban communities since World War II have given 
rise to a tremendous popularity of the power lawn 
mower. 

The alarming frequency of injuries caused by these 
mowers, and particularly by the rotary type, has not 
been fully appreciated, and the peculiar types of 
injuries and the associated x-ray findings have not 
been widely recorded. Some of these lawn mower 
injuries have resulted in death, others in major disa- 
bility. In many instances, injuries have been sustained 
by bystanders. 

Among a population of approximately 15,000, a 
total of 40 power lawn mower accidents were treated 
during the past year at the Chester County Hospital 
in West Chester, Pa.; and this community is served 
by another hospital that probably could record many 
more similar cases. 
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Illustrative Cases 


Case 1. A 57-year-old man, while riding on a seat- 
type mower, went over the edge of a bank. The machine 
struck a rock, turned over and ran over his hand. The 
fingers were badly mangled and the third, fourth and 
fifth fingers had to be amputated at the bases of the 
proximal phalanges (Figure 1). 

Case 2. A 12-year-old boy, on starting a rotary 
mower, ran over his forefoot tearing the toe off his 
shoe, amputating the great toenail and soft tissues. 
Recovery was uneventful except for the formation of 
a minute but hypertrophic toenail which is tender to 
the slightest pressure (Figure 2). 

Case 3. A housewife, age 25, while using a rotary 
type mower, ran over a spoon her child had left lying 
in the grass. The mower sliced through the spoon 
and one fragment was whirled into the patient’s ankle. 
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Figure 1. Extensive lacerations and fractures of the fingers which 
necessitated amputation of the left third, fourth and fifth fingers 
after a power lawn mower accident. 


Fortunately, the bone was not penetrated and removal 


of the fragment from the soft tissues was easy (Figure 3). 

Case 4. A 27-year-old man struck a stone while using 
his power mower. The stone flew up, hitting him on 
the foreleg. Besides a laceration of the soft tissue, a 
spiral fracture of the tibia was also sustained (Figure 4). 

Case 5. In the case of a 41-year-old man, a wire in 
a rotary mower snapped and a fragment flew into his 
knee, imbedding itself in the upper tibia (Figure 5). 

Case 6. A 47-year-old man backed up his rotary 
mower. He unconsciously placed his foot in front of 
it and then pushed the mower forward. Severe lacera- 
tions were sustained with severance of several tendons 
and fractures of the proximal phalanges of four toes 
(Figure 6). 

Case 7. A 55-year-old man, while cutting his lawn 
with a rotary power mower, inadvertently moved his 
left foot into the rotary blade. The medial side of the 
arch was widely torn, exposing the first metatarso- 
phalangeal articulation. There were fractures of the 


fifth metatarsal and cuboid bones (Figure 7). 


The case reports serve only to illustrate a few of 
the many types of injuries resulting from the use of 
rotary power mowers (Table 1). Most of these injuries 
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Figure 2. Comminuted fracture terminal phalanx and lacerations of 


great toe which occurred when a rotary mower ran over foot of a 
12-year-old boy. 


Figure 5. A wire fragment whirled by a rotary mower imbedded 
in tibia. 
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5 of Figure 3. A fragment of a spoon imbedded in soft tissues of right foot Figure 4. Lacerations of left leg with spiral fracture of tibia after in- os 
if a after being whirled by a rotary mower operated by the patient. jury by a stone whirled by a rotary lawn mower. 


Figure 6. Severe laceration and severance of tendons with fractures Figure 7. Extensive lacerations and fractures fifth metatarsal and 
of proximal phalanges first, second, third and fourth toes after in- cuboid sustained by 55-year-old man while using a rotary power -] 
jury with rotary mower. mower. | 
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POWER MOWER ACCIDENTS, CHESTER COUNTY HOSPITAL, 1957-1958 


Age 


Type of Mower 


Injury 


Method of Injury 


55 


Rotary 


Unknown 


‘Rotary 


Table 1. (Continued on next page.) 
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Debridement of medial side of arch of 
foot; fracture of fifth metatarsal and 
cuboid 

Laceration of heel 

Puncture wound of ankle 


Laceration of great toe 


Amputation of great toe nail; avulsion 
terminal tuft, toe 


Great toe nail and tissue torn 
Laceration of tip of finger 
Cut leg 

Lacerated great toe 
Lacerated great toe 


Lacerations, severed tendons, fractured 
toes 


Laceration of thumb 
Avulsion, tip of finger 


Contusions and abrasions of 
three fingers 


Cut dorsum, hand 

Cut ankle 

Cut knee 

Lacerations, contusions, finger 
Badly cut toes 
Laceration, ball of foot, toe 


Fractured nose, oral trauma, tooth in- 
jury 


Laceration, fingers, tendons 


Mangled and amputated fingers 
Laceration, finger 


Puncture wound, foot 
Amputation, toes 
Laceration, finger 
Avulsion, fingers 
Lacerations, puncture, leg 
Laceration, finger 


Ran over foot 


Stepped in front of mower 

Ran over wire; piece flew 
into foot 

Ran over toe 


Unfamiliar with machine; 
distracted, ran over foot 


Foot in front of mower 
Adjusting running motor 
Ran over sharp object 
Ran over toe 

Ran over toe 


Backed up mower, put foot 
in front, pushed mower 
forward 


Assembling mower 
Reached into running mower 


**Investigated’’ unattended 
running mower 


Cut on reel 

Ran over spoon 

Broken wire in mower 
Repairing running motor 
Ran over foot 

Stepped barefoot on blade of 


running mower 


Lost control, fell on exhaust 


pipe 
Reached into grass catcher, 
hand contacted reel 


Rode over bank, fell off seat 


Cleaning grass from running 
mower 


Ran over wire 

Ran over foot 

Adjusting running mower 
Reached into running mower 
Ran over wire 


Reached into running mower 
to remove grass 


GP Volume XIX, Number 2 


4 

— 

39 M. Rotary ‘ 

, 

28 63 M. Rotary 


POWER MOWER ACCIDENTS, CHESTER COUNTY HOSPITAL, 1957-1958 (Continved) 


Type of Mower 


Injury 


Method of Injury 


Unknown 
Rotary 
Rotary 


Puncture, left ankle 
Laceration, shin; fracture, tibia 
Laceration, hand 

Laceration, hand 


Avulsion, toes 

Laceration, finger 
Laceration, finger 
Laceration of toe 
Contusions, laceration, leg 
Laceration, hand 


Struck wire 

Struck stone 

Sharpening blade 

Repairing motor while run- 
ming 

Bare foot caught 


Cleaning grass from running 
mower with brush 


Ran over toe 
Struck stone 


Table 1. (Continued from preceding page.) 


involve the extremities, principally the feet. Wounds 
from flying objects struck by the mower have been 
known to involve almost all parts of the body, usually 
of the operator, but also of others nearby. 

It is currently estimated that there are more than 
five million lawn mowers in use in the United States. 
Considering the high incidence of accidents in our 
own small community, the number of injuries through- 
out the nation must be very large. 

Of the different types of power lawn mowers, the 
reel mower generally is considered relatively safe. In 
this type of mower, the blades turn like a horizontal 
cylinder, much like the old hand types previously 
used. Loose objects which they encounter are thrust 
toward the ground. On the other hand, the rotary 
mower, which is the most dangerous and which is re- 
sponsible for most injuries, is one in which the sharp 
blades rotate horizontally on a vertical shaft, often 


turning at the rate of 4,000 revolutions per minute. 
The propulsive and direct cutting force is quite power- 
ful. Any object that is thrust into the blades is cut 
horizontally. Foreign bodies such as glass, wood, rock, 
wire or metal will be picked up and thrown out of the 
mower, and the operator or some person standing 
nearby is exposed to injury. A blade or isolated 
fragments have been known to become detached and in 
themselves act as missiles. These can cause serious in- 
juries not only to the extremities and torso, but also to 
the head and eyes. 

The National Safety Council has made recommenda- 
tions regarding safer construction of power mowers, 
and it remains principally for the medical profession to 
publicize and emphasize the potential dangers. 


A coupon for ordering a bibliography accompanying this article 
may be found adjacent to or near the Index to Advertisers. 


Control of Hypoprothrombinemia 


A QUANTITATIVE COMPARISON between the effectiveness of 
100-mg. doses of vitamin K; emulsion administered intra- 
muscularly and then intravenously in 20 human subjects 
previously rendered hypoprothrombinemic by bishydroxy- 
coumarin (Dicumarol) shows that intramuscularly given 
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doses were unpredictable in their reversal of the elevated 
prothrombin times. Intravenous administration is the route 
of choice for injecting vitamin K; emulsion. When the need 
for this vitamin is urgent, as in excessive and dangerous 
drug-induced hypoprothrombinemia, it should always and 
only be injected intravenously.—Mitton SHOSHKES, M.D. 
and ArTuHUR J. PERELMAN, M.D., J.A.M.A., 161:1145, 1956. 
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Repairing mower (not 
ning) 


Case Age Sex | 
31 40 M. 
32 29 M. 
33 15 M. 
= 34 35 M.S s Rotary . 
35 14 F. Rotary 
37 13 M. 
39 40 F, Rotary J 
40 M. Rotary 
= 


Any emergency 


planned and prepared for 
will become less 
of an emergency. 
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C. THOMAS FLOTTE, M.D. 


Ann Arbor, Michigan 


FROM THE DAWN OF HISTORY, men have fought their 
battles with clubs, spears, arrows, swords and similar 
weapons. With the development of gunpowder in the 
thirteenth century, wars have been fought chiefly with 
firearms, which destroyed the enemy by the physical 
impact of a projectile, its blast or both. Since August 
6, 1945, when the atom bomb was detonated above 
Hiroshima, there has been available a weapon whose 
death-dealing and injury-producing capabilities are 
infinitely greater than any that were previously known. 
The accounts of the medical problems of the popula- 
tion of Hiroshima and Nagasaki are well documented. 
Now with further scientific developments, the thermo- 
nuclear weapons known to us and also to others have 
the potential of destruction a thousand or more times 
greater than the original atomic bomb. 

It is the belief of some that the results of thermo- 
nuclear warfare are so horrifying that neither side 
would be willing to be the first to use such a weapon 
for fear of swift and massive retaliation in kind. How- 
ever, one need only go back through the pages of his- 
tory to see that a ruthless enemy will use any weapon 
that promises early victory or that may change what 
appears to be certain defeat. 

It would seem that maintaining our thermonuclear 
warfare potential at a high level of readiness is a neces- 
sity. I: also seems necessary for us to be well versed in 
the principles and practices of mass casualties so that 
our mortality would be kept to a minimum. Our ability 
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The Medical Management of Mass Casualties 


Department of Surgery, The University of Michigan 


Each year, members of a different 
well-known medical faculty prepare articles 
for this regular GP department. 

This is the eighth of twelve 

from the University of Michigan. 


Practical Therapeutics 


to survive and retaliate would be seriously impaired if 
our population was demoralized by its inability to care 
for the sick and wounded. 


The Problem 


By definition, mass casualties means so many in- 
jured in such a short time that the available medical 
facilities are overwhelmed. When considering the 
effects of atomic warfare, the sheer magnitude is to- 
tally new in the annals of mankind. For the first time.a 
weapon is available that can create thousands or mil- 
lions of casualties almost simultaneously. 

In the past, in conventional warfare and in some 
natural disasters, large numbers of casualties have oc- 
curred. Usually, however, these have occurred over a 
period of time, or adequate medical support was 
available to the rear or could come from the outside. 
With atomic warfare it would seem that an enemy 
would not select just one or two strategic targets, but 
that many areas throughout the country would be 
struck simultaneously. Each area would thus of neces- 
sity have to handle its own wounded and dead with 
personnel and facilities available in the immediate 
area. 

The medical departments of the armed services have 
long been interested in mass casualties. Warfare has 
always resulted in casualties. In the past these casual- 
ties have been largely confined to the battlefield. With 
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the advent of the atom bomb, it seems, however, that 
the casualties will now be chiefly in our civilian popula- 
tion. The armed forces have recognized this problem 
and have taken a prominent part in developing and 
teaching the principles of mass casualty care. This, 
however, is not enough. It is necessary for the entire 
population, the medical profession in particular, to be 
aware of, to have knowledge of and to take part in 
planning for casualty care. 


Medical Effects of Atom Bombs 


The detonation of a thermonuclear weapon causes 
injuries by its blast effect, by its thermal effect or by 
nuclear radiation. Injuries may be produced by any of 
these effects individually or by any or all of them in 
combination. All of these vary with the size and type 
of bomb, the type of burst (surface or air), distance 
from the center of the detonation, urban or rural area, 
terrain and climatic conditions. 


Biast Errects 


These are of two types, the direct and the indirect. 
The direct effect is that of the shock wave striking the 
body directly. This effect is measured as pounds per 
square inch. In air the human body can withstand 
without serious injury many times the shock wave that 
would destroy a brick or stone building. Direct blast 
effect would probably not cause a significant number 
of casualties. 

The indirect effects are produced by the action of 
the shock wave on the environment in its relation to 
the individual. The person is thus either thrown against 
his environment or fragments of the environment are 
hurled against his body. The missiles produced are of 
low velocity, but will produce a large percentage of the 
casualties. Fragments of glass were one of the prin- 
cipal missiles in the bombings in Japan. 

The wounds thus produced will consist of con- 
tusions, abrasions, lacerations and fractures. The 
wounds will vary with the relation of the potential 
casualty to his surroundings and the composition of 
surroundings. The experience in Japan and in some of 
the saturation bombings in Europe indicate that wound 
distribution would be highest in the head, face and 
neck and the extremities. It would be anticipated that 
the number of blast casualties would be higher in an 
urban than in a rural area. 


‘THERMAL EFFECTS 


Burns produced by nuclear bombs are of two types, 
the flash or profile and those due to secondary con- 
flagration. Flash burns are produced by the almost in- 
stantaneous dissemination of the heat from the bomb 


134 


explosion. This burn occurs in about three-tenths of a 
second. Since this is a flash burn, only the surface of 
the body toward the bomb will be affected. The eliccts 
will be modified by clothing, buildings, terrain and 
distance from the bomb. 

With the intense heat from the blast, secondary fires 
will develop and these will contribute to the number 
of casualties. 


Nuciear RapiaTION Errects 


The radiation effects are of two types, the prompt 
and the residual. The initial radiation is due to gamma 
rays and neutrons. The prompt radiation effects are 
delivered rapidly, 50 per cent within one second and 
all within 90 seconds. With a nuclear bomb detonated 
at a high level, practically all the radiation effects are of 
the prompt type. 

When a nuclear bomb is exploded close to or on the 
surface of the earth, a large quantity of material is 
drawn up into the fireball. This material is contamin- 
ated by the radioactive products of the bomb. The 
radioactive particles will fall out, causing contamina- 
tion that may be lethal for many miles. 

The hazards of fallout radiation are whole-body 
penetrating radiation, skin contamination and internal 
absorption of radioactive materials. The whole-body 
irradiation is almost entirely due to gamma rays. The 
skin contamination would be a result of beta rays, since 
these are absorbed by the skin. The internal absorption 
would be from the ingestion of contaminated material, 
and the effects would be principally from beta and 
gamma radiation and alpha particles from unfissioned 
materials. 

The signs and symptoms of radiation sickness are 
the same regardless of whether the exposure was from 
the bomb detonation or from fallout. The severity and 
mortality are dependent upon the intensity of the 
radiation and the duration of exposure. 


Problems of Medical Care 


It is obvious that there is no easy solution to the 
medical problems involved in mass casualty care. A 
good deal of prior planning is necessary, as well as a 
preset organization geared and trained in what is con- 
sidered to be the essentials of proper management of 
mass injuries. A population alerted to the possible 
danger and informed as to what is probably the best 
method of action for survival will be better prepared 
to cope with disaster. Stockpiles of essential medical 
materials must be available to treat the casualties. Fi- 
nally, it is necessary to have medical and allied health 
personnel informed of the roles which they must assume 
under conditions requiring the care of mass casualties. 
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In the initial period following a bombing, the medical 
problems will be legion. There will be a tremendous 
number of injured and dead. In addition, there will be 
destruction of medical facilities, power, water and 
other essential services. Evacuation of the injured will 
be delayed because of debris, fires and the other after- 
math of destruction. 


SurvivAL CARE 


It is entirely possible and perhaps probable that 
in the initial period, the only medical assistance avail- 
able to the majority of the injured will be first aid, 
self-aid or buddy aid. This means that if many lives are 
to be saved, the majority of our population must un- 
derstand the basic principles of first aid. 

Survival care involves several essential procedures: 
control of hemorrhage, maintenance of the upper air- 
way, splinting of fractures, dressing of wounds and 
handling of patients. It must be emphasized that a 
properly applied pressure bandage will control most 
bleeding if it is given the opportunity. The tourniquet 
should be used only when bleeding cannot be con- 
trolled by pressure dressings. It must be emphasized 
that under such conditions a life is saved, but the price 
will be the limb that will probably have to be ampu- 
tated later. Maintenance of the upper air passage is es- 
sential; this means changing the patient’s position, 
pulling forward of a relaxed tongue or removing a 
denture. There is no place here for tracheostomy be- 
cause there would be no facilities for supportive care 
of the patient even if the tracheostomy could be carried 
out. 

All bones suspected of being fractured must be im- 
mobilized before the individual is moved. Unrestrained 
movement of the jagged ends of bone will tear tissues, 
vessels and nerves, thereby causing further damage 
and shock. The handling of the patient is far more em- 
bracing than treating the injury itself. A quick examin- 
ation of the patient to insure consideration of first 
things first, a word of reassurance, warmth, proper 
positioning and careful transportation of the casualty 
may make the difference between the individual’s 
surviving’ or not. 

Dressing for wounds must be simple, using the ma- 
terials available. Certain considerations for dressing of 
injuries of the jaw and hand must be known. The ap- 
plication of a dressing for a sucking wound of the chest 
can be lifesaving. 


SorTING OR TRIAGE 


Sorting is classifying patients according to priority 
for treatment. In attempting to carry out this sorting, 
several things must be considered : the condition of the 
patient, the number of injured requiring treatment and 
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the medical facilities available. It must always be 
borne in mind that in the management of mass casual- 

ties, the principle of the greatest amount of good for 

the largest number must be strictly observed. It is 

usually desirable to have the most experienced surgeon 

acting as sorting officer. 

In most civilian disasters and in conventional war- 
fare in the past, priorities of treatment have been 
established. However, because the source of supplies 
and the number of medical personnel were adequate, 
we have always treated the most severely wounded 
first and those with less severe wounds later. This is the 
traditional approach of medicine to save life if at all 
possible. However, in planning for care of mass casual- 
ties due to atomic disaster, it is evident that in order to 
provide no disservice to the many in favor of the few 
because of limited treatment facilities, inadequate sup- 
plies and lack of medical personnel, some modification 
priority system must be established. 

The medical departments of our armed forces have 
evolved a realistic system of priorities for handling 
casualties from an atomic disaster. 

I. Casualties requiring minimal treatment. 

A. Minimal treatment and return to duty. 

1. Small lacerations or contusions. 

2. Simple fractures of small bones. 

3. Second-degree burns of less than 10 per cent 
of body surface and not involving incapacitat- 
ing burns of face or hands. 

B. Domiciliary or nursing care after minimal 
treatment. 
_1. Disabling minor fractures. 

2. Burns of the face or hands of less than 10 per 
cent extent but which interfere with the in- 
dividual’s ability to care for or feed himself. 

3. Moderate neuropsychiatric disorders. 

II. Casualties requiring immediate care. 

A. Hemorrhage from an easily accessible site. 
B. Rapidly correctable mechanical respiratory 
defects. 
C. Severe crushing wounds of the extremities. 
D. Incomplete amputations. 
E. Severe lacerations involving open fractures of 
major bones. 
III. Casualties whose surgical treatment may be 
delayed without immediate jeopardy to life. 

A. Closed fractures of major bones. 

B. Moderate lacerations without extensive bleed- 
ing. 

C. Second-degree burns of less than 30 per cent 
and third-degree burns of less than 20 per 
cent of the body surface. 

D. Noncritical central nervous system injuries. 


IV. Casualties whose therapy will be expectant. 
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ESTIMATED CASUALTIES 
FROM ACUTE TOTAL BODY IRRADIATION 


No symptoms. 


2 to 3% will have nausea and/or vomit- 
ing. No deaths. 


35 to 50% moderately severe symptoms. 
5% deaths. 


90 to 100% disabling symptoms. 20% 
deaths. 


All will have symptoms. 50% deaths. 
650 r.and over . . . . 90 to 100% deaths. 


A. Critical injuries of the central nervous system. 

B. Significant penetrating or perforating ab- 
dominal wounds. 

C, Multiple severe injuries critical in nature. 

D. Severe burns of large areas (second- or third- 
degree burns of 40 per cent or more of the 
body surface). 

It is estimated that in an atomic disaster, Group I 
(those requiring minimal treatment) would compose 
about 40 per cent of the casualties. These individuals 
would not require treatment beyond the sorting sta- 
tion. The Group II patient would have the highest sur- 
gical priority because a relatively short surgical proce- 
dure would be lifesaving. About 20 per cent of the 
casualties would be in this group. Casualties whose 
surgical treatment may be delayed without immediate 
jeopardy to life will comprise 20 per cent of the total 
number of injured. This group may develop infection 
as a result of the delay, but in such a situation this 
seems a justified risk. Casualties whose therapy is ex- 
pectant will have the lowest priority for surgical ther- 
apy. Here the operative procedures and the resuscita- 
tive measures are lengthy and complicated, so that in- 
stitution of therapy in one of this group might theo- 
retically jeopardize the lives of many others. Increased 
mortality in this group must be accepted. 

It must be remembered that sorting or triage is a 
dynamic process. It must be carried out continuously 
because of the changes in patients’ conditions, new 
casualties and the current adequacy of supplies and 
personnel. 


Treatment of Mass Casualties 


During the period following a nuclear bombing, the 
great bulk of the medical load will consist of blast and 
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thermal casualties. The extent of treatment giver by 
medical personnel will depend on the available me«ical 
facilities and supplies and the number and types of 
casualties. The prime objectives of treatment will be to 
restore a casualty to a useful state, to increase his self- 
sustaining status, to preserve life and to prevent or 
arrest physical deterioration until more extensive 
treatment can be given. 


Biast CASUALTIES 


The early care will consist primarily of resuscitation 
and essential surgical procedures. With limited par- 
enteral fluids available, these should be used in those 
in which there is a reasonable expectation of survival. 

Essential surgery will include ligation of accessible 
major blood vessels, relief of tension pneumothorax 
with flutter valve, aspiration of hemothorax, simple 
closure of sucking chest wounds with dressing, com- 
pletion of partial amputations, splinting of major 
fractures, and wound dressings as indicated. 

When conditions are such that some definitive 
therapy can also be carried out, soft tissue wounds 
should be carefully débrided of devitalized tissue and 
foreign material. No skin suturing of soft tissue wounds 
should be done because all these wounds are con- 
taminated. Open fractures would of necessity be 
treated by débridement and immobilization. In gen- 
eral, all time-consuming procedures must be deferred 
initially and attention directed to the many with rea- 
sonable expectation of survival. 


‘THERMAL CASUALTIES 


Burns may constitute a major medical problem. The 
open or exposure treatment of burns is an accepted 
method and initially may be the only treatment avail- 
able. Sterile dressings should be used only on those 
casualties which, if protected, may return to a self- 
sustaining status. Fluids should be given freely, and 
where possible, by mouth. The use of an electrolyte 
solution (salt and soda) is recommended. Parenteral 
fluids should be used as available. In blast and burn 
casualties, the wounds are contaminated and anti- 
biotic therapy should be started when the supplies 
are available. 


RADIATION CASUALTIES 


Early in the disaster the amount of radiation re- 
ceived by an individual will be difficult to determine 
accurately. Information on the distance from the ex- 
plosion, amount of shielding present, and the amount 
of radiation indicated by dosimeters, will be helpful in 
estimation of total exposure. Many casualties with se- 
vere radiation exposure will also have received lethal 
blast or thermal injuries. Lacking specific preventive 
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or curative therapy, radiation injury will be no medical 
emergency. In general, the time interval between ex- 
posure and onset of symptoms forecasts the prognosis: 
the shorter the interval, the graver the prognosis. 

In patients with lethal radiation, vomiting occurs 
shortly after exposure or within a few hours. The 
course is progressive with prostration, diarrhea, ano- 
rexia and fever. Death usually occurs within a week. 
There is no known treatment for such casualties. 

In patients with sublethal doses of total body radia- 
tion, survival is possible. Vomiting may occur early, 
but will be of relatively short duration, followed by a 
period of well-being. Changes in the hemopoietic tis- 
sues are noted within the first week. Lymphocytes are 
profoundly depressed. The neutrophil count is re- 
duced to low levels and may reach almost zero in seven 
tonine days, depending on the dose of radiation. The 
platelet count may reach very low levels in two to four 
weeks. The patients may develop purpura, epilation, 
oral and cutaneous lesions, infections of wounds or 
burns, diarrhea and melena. Mortality may be as high 
as 50 per cent, with death occurring in six to eight 
weeks after exposure. 

In patients with lower doses of radiation, survival is 
probable. These individuals may or may not have 
transient nausea and vomiting on the day of exposure. 
Most evidence of their exposure to radiation is found 
in the blood picture. The lymphocyte count may be 
very low for many months. The neutrophils and plate- 
lets will be depressed starting in the third to sixth week 
alter exposure. These patients will have a lowered 
defense against infection. 

The individual with minor to sublethal radiation 
will probably not have most of his symptoms until 


some weeks after exposure. This will allow time to 
treat most of the blast and thermal casualties and, it 
is hoped, to replenish supplies and regroup medical 
facilities and personnel. 

The treatment of radiation sickness presents no new 
features that are not observed daily in clinical practice. 
Gastrointestinal symptoms will be one of the most 
commonly encountered. Dehydration and electrolyte 
imbalance may be treated by oral, intravenous or rectal 
fluids, as indicated. Straining with diarrhea may be 
treated by antispasmodics such as atropine. 

The treatment of infections will be of importance. 
The use of antibiotics should be started with the de- 
velopment of clinical evidence of either localized or 
general infection. Broad-spectrum antibiotics will 
probably be used when available. 

Blood transfusions should not be given as a routine 
measure, but may be lifesaving when clinically in- 
dicated. 

At present there is intensive research to develop a 
specific preventive or therapeutic agent for radiation 
injury. Until such time as such a product is developed, 
it will be necessary to treat radiation injury symp- 
tomatically. 


SUMMARY 


1. Thermonuclear warfare has the potential of produc- 
ing hundreds of thousands of casualties simulta- 
neously. 

2. The injuries may be from blast, thermal or radiation 
effect. 
3. Care of mass casualties must be based on the 
proposition that we must do the most good for the 

greatest number. 


Breast Feeding ‘THERE APPEARS TO BE, at present, a revival of interest in breast feeding, and this is reflected 
in the greater proportion of women of the middle and upper social classes who breast feed. 
The trend of decline in breast feeding has not yet been reversed in working-class and lower- 
class mothers. The revival is probably due to the increasing influence of psychiatric opinion 
in the United States. However, most doctors still appear to be untouched by psychiatric pre- 
cepts in this regard, and certainly medical and nursing students are getting very little prac- 
tical training in breast-feeding techniques. The attitude of medical practitioners, who are 
responsible for most of the antenatal supervision in the United States, probably accounts both 
for the regional variation in amount of breast feeding and for its general low prevalence.— 
Eva J. Sauber, M.D., Pauuine G. Stitt, M.p. and Joan G. Bassort, M.p., New England J. Med., 


259 :707, 1958. 
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Cough Fracture of the Ribs 


SOL KATZ, M.D. 
Associate Editor, GP 


STRESS FRACTURES of the ribs are due to forceful muscle 
action, especially when it is not coordinated. Fracture 
of ribs due to coughing is the commonest cause of 


stress fracture, although other violent muscular con- | 


tractions, as during sneezing and vomiting, may also 
be responsible. 

Cough fractures have been found in association 
with severe cough in bronchitis, asthma, foreign body, 
carcinoma of the lung, pneumoconiosis, atypical pneu- 
monia, and most frequently, tuberculosis. There ap- 
pears to be some relationship to pregnancy. There is 
no local or generalized osseous state that predisposes 
to cough fracture, nor are there any abnormalities of 
calcium or phosphorus observed. Cough fractures are 
seen more often in women. Left-sided predominance, 
observed especially in association with pregnancy, is 
also seen but not so strikingly in cough fractures ac- 
companying bronchopulmonary disorders. Multiple 
fractures are not infrequent. 

The fifth to the tenth ribs are most commonly 
affected, and the site of the fracture is usually in the 
axillary region. 

The axillary location corresponds to the attach- 
ments of the external oblique muscle where it inter- 
digitates with the serratus anterior muscle and the 
costal slips of the latissimus dorsi. Fractures due to 
cough are probably related to opposing stresses exerted 
by these muscles, with the force due to the external 
oblique being most important. The breaks are linear 
and may not be apparent until after callus forms, be- 
cause there is little or no displacement at the fractured 
site in the relatively obscured axilla; the diaphragm 
and breast may obscure the fracture; and attention is 
usually directed to the lung fields and pleura in the 
presence of chest pain that is associated with broncho- 
pulmonary disorders. Absorption of the callus and 
complete healing of the fracture may ultimately leave 
normal rib contours. 

The diagnosis should be suspected whenever marked 
chest pain accompanies severe coughing. The patient 
may be aware of a snapping sensation occurring at the 
time of the fracture. Point tenderness in the area of 
chest pain is often noted. A pleural friction rub may be 
present. 
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Figure 1. Cough fracture of the fifth rib in the anterior axilla 
line in a patient with severe acute bronchitis. 


Figure 2. Roentgenogram one year later of the same patient shown 
in Ficure 1. There is marked decrease in the amount of callus. 


Figure 3. Cough fracture of the seventh left posterior rib in a patient 
with pulmonary tuberculosis. 
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Protein Content in Pleural Fluid 


CaRR AND POWER DETERMINED the concentration of 
protein in pleural fluid. Their studies indicated that 
most of the fluids due to congestive heart failure had 
less than 3 Gm. of protein per 100 cc. and most of 
those due to cancer and tuberculosis had more than 
$ Gm. of protein per 100 cc. Pleural fluid in the 
presence of cirrhosis of the liver was usually of low 
protein content, while those effusions occurring with 
pulmonary infarcts, pneumonia and lupus erythemato- 
sus usually had the higher protein concentration of an 
exudate. 

Of 43 specimens of fluid due to congestive heart 
failure, 84 per cent had less than 3 Gm. of protein per 
100 cc. of fluid. Of 167 fluids due to cancer, 92.8 per 
cent had more than 3 Gm. of protein per 100 cc. All 
20 tuberculous fluids contained more than 3 Gm. of 
protein per 100 cc. (New England J. Med., 259: 926, 
1958.) 


Tuberculous Meningitis 


WRIGHT REPORTS an analysis of the diagnostic features 
in 280 cases of tuberculous meningitis seen at_ the 
Northern Ireland Fever Hospital from 1947 to 1955. 
Among the many diagnostic criteria for the disease are 
some that have never been substantiated by statistical 
analysis. These include the alterations in cerebrospinal 
fluid sugar and protein levels. 

Wright divided these cases into mild, moderate and 
severe categories, according to established criteria. 
The results of cerebrospinal fluid analyses in each of 
these classifications are shown in the diagram at the 
right. The data were subject to rigorous statistical anal- 
ysis. They indicate that the CSF sugar level-falls sig- 
nificantly with increase in the severity of the disease, 
and that conversely, the CSF protein level rises. Fur- 
ther, the sugar level is a more reliable guide to severity. 
(J. Lab. & Clin. Med., 52:48, 1958.) 
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Tips from Other Journals 


Emergency X-Ray Studies for Gi Bleeding 


ScHATZKI AND BLADE REPORT the value and accuracy of 
x-ray examination of patients with severe upper gas- 
trointestinal bleeding. Of 108 patients admitted with 
severe upper gastrointestinal bleeding, 76 had upper 
gastrointestinal examinations in the first 36 hours 
following hospitalization. The remaining 32 were not 
examined during this period because of other serious 
conditions, such as fractures, subdural hematoma, 
pneumonia, coma, and irreversible shock, and previ- 
ous diagnoses that the clinician considered an ade- 
quate cause for bleeding. Many of the patients had 
been in shock in the hours preceding the examination, 
but none were in a state of shock at the time of fluor- 
oscopy. Nearly all were receiving transfusions during 
the examination. ' 


MILD MODERATE SEVERE 


to cerebrospinal fluid levels of sugar and protein. 


Chart showing the relationship of severity of tuberculous meningitis 
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A cause of bleeding was found in 76.5 per cent of the 
examinations done in the first 36 hours. In 24 pa- 
tients whose x-ray studies were performed within the 
first week to ten days, a positive diagnosis was obtained 
in only 54 per cent. The increased difficulty in finding 
the lesion on a later examination is due to the rapid 
regression of the edema, spasm, and other features of 
the acute peptic ulcer as well as the rapid healing of 
the crater when the patient is placed on a medical 
regimen. In only eight cases in which the early exam- 
ination failed to make a diagnosis, was the subsequent 
site of bleeding found. 

The authors believe that the clinician can aid the 
radiologist in three specific ways. A detailed history 
should be provided so that the x-ray examiner’s index 
of suspicion may be high along certain channels. The 
presence of a large amount of blood in the stomach 
greatly adds to the difficulty of the examination. It 
is well to aspirate as much blood as possible from the 
stomach shortly before examination. A gastric tube 
should be removed before examination because the 
tube makes accurate study of the esophagus impossible 
and may produce artefacts in the stomach leading to a 
great deal of confusion. (New England J. Med., 259: 
910, 1958.) 


Vertebral Pedicle Sign 


THE COMMON sires of skeletal involvement in multiple 
myeloma and metastatic carcinoma are not significantly 
different, according to Jacobson and his associates. 
The spine, skull, pelvis, ribs, femoral and humeral 
shafts are most frequently involved in both entities. 
Not infrequently, the radiologist has difficulty in 
distinguishing metastatic carcinoma from multiple 
myeloma. This problem may particularly arise in 
cases of predominantly lytic metastases from car- 
cinoma of the breast. 

Several differential features have been described as 
an aid in distinguishing the skeletal lesions of multiple 
myeloma from the lytic bone lesions of metastatic 
carcinoma. With spine involvement, a paraspinal mass 
is encountered more often in multiple myeloma than 
in metastatic carcinoma. Associated osteoporosis in 
multiple myeloma is usually quite marked in contrast 
to the appearance of the un:nvolved skeletal structures 
in metastatic carcinoma. The lytic areas seen in the 
bones of the calvarium in multiple myeloma are gen- 
erally more sharply circumscribed and more radio- 
lucent than the lytic areas noted in metastatic car- 
cinoma. 

In spite of these differential points, difficulty may 
still be encountered in distinguishing between these 
two entities roentgenographically. The authors have 
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been impressed with the frequency of relatively «arly 
pedicle involvement in the lytic type of metastatic 
carcinoma and, conversely, with the preservation of 
the pedicles in multiple myeloma until very late in the 
disease. In 54 myeloma cases, one or two pedicles 
were involved in eight instances (14.8 per cent). In 
the 74 cases with carcinomatous metastasis involving 
the spine, one or more pedicles were involved in 70 
patients (94.6 per cent). In seven of the eight myeloma 
cases that had some involvement of the pedicles, the 
amount of pedicular involvement was slight even with 
massive skeletal invasion by myeloma. In the 70 cases 
of partial or complete pedicular destruction in the 
metastases group, multiple sites of pedicular invasion 
were frequently seen. The pedicles appeared to be al- 
most selectively obliterated early in metastases. The 
pedicle is wiped out as if by an eraser, with the sur- 
rounding vertebral bone structure appearing relatively 
intact for quite some time. (Am. J. Roentgenol., 80: 
817, 1958.) 


Torsion of the Spermatic Cord 


ANATOMICALLY, torsion of the testicle is of two types, 
intravaginal and extravaginal, the former being more 
frequent. In the intravaginal type, the twist involves 
the testis and the epididymis but not the tunica 
vaginalis. In extravaginal torsion, which is usually 
produced by gross violence, all three structures are 
twisted as a unit. 

Torsion begins suddenly with severe pain in the 
affected testis followed by rapid swelling, inflamma- 
tion, and often nausea, vomiting, abdominal pain and 
fever. The symptoms persist, and swelling of the 
scrotum increases rapidly. 

Physical examination reveals exquisite tenderness of 
the scrotal contents on the affected side. The scrotal 
contents will be drawn up, and further elevation will 
increase the pain rather than give relief as in acute 
epididymitis (Prehn’s sign). 

The differential diagnosis rests primarily in dif- 
ferentiating this condition from acute epididymitis. 
Epididymitis is more insidious in onset and progres- 
sion, and the edema and induration in epididymitis 
primarily involve the epididymis. 

Moore states that if the possibility of torsion exists, 
intravenous sedation with attempted manual reduction 
is recommended. If unsuccessful, immediate surgical 
exploration is indicated. If the torsion is complete, 
infarction of the testis will occur in approximately four 
hours. Bilateral orchiopexy should be performed to 
prevent recurrence and on the contralateral side in 
instances where a testis is removed as a result of the 
torsion. (J. Urol., 80: 260, 1958.) 
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Patent Ductus Arteriosus 


Srrauss, ABRAMS AND Rosinson analyzed the pre- 
operative and postoperative x-ray films in 71 patients 
who had undergone surgical correction of patent ductus 
arteriosus. The main postoperative changes are in- 
dicated in the diagram at the right. The authors 
noted that if heart size and pulmonary vascularity fail 
to return to normal within six months following surgi- 
cal ligation of a patent ductus arteriosus, there is 
reason to suspect that a complicating lesion is present. 
(Circulation, 17:1047, 1958.) 


Skin Suture Marks 


CRIKELAIR HAS EVALUATED clinically factors that he be- 
lieves are in part responsible for the scars made by skin 
sutures. It appears that a stitch mark is evidence that a 
stitch has caused a local pressure necrosis accompanied 
by infection. 

Two kinds of suture material, 6-0 black silk and 2-0 
black silk, were used to close skin wounds. These 
sutures were threaded on a fine eye needle or in a 
heavy uterine needle; the sutures were left in place for 
24 hours, seven days and 14 days. 

The only suture marks were found in the stitch 
wounds where the sutures were left for 14 days. The 
type of suture and needle had no apparent effect. 
Tension and time appear to exert the most effect in 
the production of scars by stitches. (Am. J. Surg., 96: 
631, 1958.) 


Malrotation of the Midgut In Infancy 


Tur “midgut” is the portion of the gastrointestinal 
tract that is supplied by the superior mesenteric ar- 
tery. Kiesewetter and Smith, in reviewing 44 cases of 
malrotation, found three presenting complaints: vom- 
iting, acute or chronic in 38 cases; pain in three cases; 
and melena ia three cases. In this series as in most 
others, four out of five cases occurred in the first 30 
days of life. The cases with chronic vomiting are the 
most difficult diagnostic problems, but an upper gas- 
trointestinal series after an erect and supine x-ray of 
the abdomen without opaque material will often give 
the correct diagnosis. Approximately one-half the 
cases of malrotation in this and other series have an 
associated volvulus. 

To surgeons it must be emphasized that any given 
malrotation is seldom, if ever, identical with its prede- 
cessor. If one is looking for the first time at anabdomen 
that contains one of these abnormalities, it can present 
avery confusing picture. The commonest variety of 
abnormality occurs with the cecum fixed in the mid- 


GP February 1959 


RADIOLOGIC CHANGES 
FOLLOWING SURGICAL THERAPY 
OF PATENT DUCTUS ARTERIOSUS. 


The earliest postoperative change is a decrease 
in size of the pulmonary arteries and reduction 
of lung vascularity. 


Later, the heart diminishes in size. 


epigastrium, with or without a volvulus. Simple reduc- 
tion of the volvulus, by a clockwise or counterclock- 
wise rotation is only a part of the operation. The 
final proof of successful relief of the obstruction is to be 
able to follow the duodenum through its entire course 
down into the upper jejunum, being sure that there is 
no obstruction from volvulus, cecal bands, or intrinsic 
duodenal bands themselves. (Arch. Surg., 77: 483, 
1958.) 
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Hemipelvectomy for Bone Tumors 


Corey HIcINBOTHAM have performed 43 hemi- 
pelvectomies. This operation is a one-stage resection 
of the hindquarter which incorporates the lower ex- 
tremity and the hemipelvis, including the entire in- 
nominate bone from the symphysis pubis to the 
sacroiliac joint. The major factors in determining the 
suitability of this operation are the location of the 
tumor and the exact diagnosis of the tumor. 

There are five main groups of bone cancer: osteo- 
genic sarcoma, Ewing’s endothelioma, primary reticu- 
lum cell sarcoma of bone, multiple myeloma and 
metastatic cancer. Both Ewing’s tumor and reticulum 
cell sarcoma of bone are radiosensitive and irradiation 
would be the first choice of treatment. Multiple mye- 
loma is multicentric in origin, and metastatic cancer 
may also be generalized. 

The osteogenic sarcoma group may be subdivided 
into chrondrosarcoma, fibrosarcoma and osteosarcoma. 
Of these, osteosarcoma is so highly malignant that 
practically no therapy is of any use. Chrondrosarcoma 
or fibrosarcoma is often suitable for treatment by 
hemipelvectomy when located in the upper femur and 
pelvis bones. 

When a patient is to be considered for this oper- 
ation, a careful search for possible distant metastases 
is made, and it is essential to have the patient’s whole- 
hearted consent. The authors state that the operation 
should not be used as a palliative procedure. 

The five-year survival rate in their cases was 30.7 
per cent. (Surgery, 44: 766, 1958.) 


Exposure and Suction Drainage for Large Wounds 


MacDonatp, Smiru, Guiss AND DE Moss, over a period 
of two and one-half years, treated 67 radical mastec- 
tomies, 34 radical neck dissections and 14 femoral 
inguinal dissections by exposure of the wound and 
suction drainage. This is a drastic abandonment of 
traditional methods in the care of wounds, although 
exposure and suction have been used separately in 
many instances. The three groups of wounds so treated 
have all had extensive dissection, and large skin flaps 
result. Large hematomas and serum collections often 
occur in these three wounds. The results in these 115 
patients treated by suction and exposure have been 
good, 

The technique of this method of treatment has been 
to use meticulous approximation of the wound edges 
with fine sutures (wire sutures were not used). Prior 
to complete closure of the wound, suction drainage is 
established through a stab wound in a dependent part 
of the operative area. A No. 28 hard rubber catheter 
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with multiple openings has been used. Suctio: at a 
constant pressure of minus 118 mm. of mercu:\ has 
been maintained. The suction is continued until! the 
daily volume of fluid removed is low or until the \ ound 
flaps are adherent. This sometimes takes as long as 
seven days. 

Leaving the wound uncovered results in the edges 
sealing quickly without the risk of a culture medium of 
bandage soaked with serum at body temperature. 
(Surg., Gynec. ¢ Obst., 107: 532, 1958.) 


Esophageal Motility 


THE PHysIoLocy of the esophagus has been reviewed 
extensively by Ingelfinger. There is a great deal of 
evidence for the presence of an “upper esophageal 
sphincter.” This mechanism is air-tight, but yields to 
pressures of various magnitudes. This closure extends 
over a distance of 1 to 3 cm. 

Recent studies indicate that a swallow activates a 
medullary center that sends both inhibitory and excita- 
tory impulses to the esophagus. Under the influence of 
the inhibitory phase, the upper esophageal sphincter 
relaxes about 0.2 seconds after the start of the swallow. 
The “wave of inhibition” (wave of absent motor stimuli) 
sweeps down the esophagus to reach the lower esopha- 
geal sphincter about two seconds after the swallow. It 
is known that this inhibitory wave requires intact vagi 
and myenteric ganglia. If a liquid bolus reaches the 
lower esophageal sphincter in less than 1.5 seconds, it 
may be momentarily delayed. This is because it reaches 
the sphincter before the wave of inhibition. 

One to 1.5 seconds after the swallow, the upper 
sphincter closes and a slowly moving wave of contrac- 
tion passes down the esophagus. When it reaches the 
lower sphincter, that sphincter closes and may undergo 
a strong and prolonged after-contraction. 

Although no anatomic sphincter is found in the 
lower end of the esophagus, the bulk of evidence 
favors the existence of a segmental sphincteric zone 
within or immediately above the diaphragmatic hiatus. 
The level of maximum sphincteric activity probably 
shifts its position under various conditions of esopha- 
geal, gastric and diaphragmatic function. It is probably 
a crucial barrier to gastroesophageal reflux. (Physiol. 


Rev., 38:533, 1958.) 


Equivalents of Depression 


Bmoon AND suGGEsT that endogenous de- 
pression—one of the most common of mental dis- 
orders— frequently is unrecognized by physicians when 
it is not present in its classic form as melancholia. In 
its much more common, milder form, depression has 
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physical complaints in the foreground and the emotion- 
aland mental symptoms are hidden. Those physical 
complaints tend to go unrecognized for what they really 
are— equivalents of depression. 

The equivalents usually take the form of chief com- 
plaints of pain or a disturbance in some autonomic 
function. Included in the list are such complaints as 

itation, shortness of breath, abdominal pain and 
headache. In addition, the patient frequently will have 
lost appetite and weight, is weak and has insomnia. 

This catalogue of complaints should stimulate the 
physician to search for the specific emotional and 
mental signs of depression. In particular, he should 
ask questions about the following: 

1. Depressed mood, especially in the morning. 

2. Loss of interest in usual activities. 

3. Indecision and psychomotor slowing. 

4. Abnormal guilt feelings. 

5. Self-derogation. 

6. Abnormal fear of physical illness. 

7. Increase in nervous symptoms formerly present 
in nervous people. 

8. Change in personality and an inability to function 
at the usual level. 

9, History of recurrent attacks of a similar nature, 
with recovery. 

10. Positive family history. 

Accurate diagnosis of mental depression has more 
than academic interest. The therapeutic implications 
are evident. (New England J. Med., 259:684, 1958.) 


Vitamin D Intoxication 


IN SPITE OF WARNINGS about the danger of ingestion of 
large amounts of vitamin D, cases of intoxication due 
to this cause are occasionally seen. Verner, Engel and 
McPherson presented two examples—both elderly 
adults who had been given large doses of vitamin D by 
their druggists without prescriptions. Neither patient 
could give a history of vitamin-D ingestion at the time 
of first observation at the Duke University School of 
Medicine. Both were severely confused, dehydrated 
and alkalotic. The diagnosis of hypervitaminosis D 
was suggested by the presence of other features of that 
syndrome (see table at the right). 

The authors were aware of data that suggest an anti- 
Vitamin D action of the adrenal glucocorticoids. Ac- 
cordingly, the patients were treated with cortisone, 
and the results were excellent. Serum calcium levels 
returned to normal in eight and 13 days, respectively. 
This is much faster than the time required when treat- 
ment consists simply of withdrawing the vitamin, forc- 
ing fluids, and feeding a low calcium diet. (Ann. Int. 
Med., 13 :765, 1958.) 
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Incidence of Leukemia 


Since 1920, the recorded incidence of leukemias and 
malignant lymphomas has steadily increased. The fact 
that ionizing radiation can cause leukemia has some- 
times resulted in preoccupation with that cause, to the 
exclusion of consideration of other factors. In their 
review of the subject, Schwartz and Upton emphasize 
that radiation is probably only one of many environ- 
mental agents influencing the occurrence of the disease. 
In particular, they point to the possible contribution of 
chemicals in the atmosphere— hydrocarbons and other 
carcinogenic industrial fumes—and of drugs that are 
potentially toxic to the marrow. Finally, in view of the 
greater incidence of leukemia among people of high 
socioeconomic status, the authors speculate that there 
may be etiologic mechanisms related to a rising 
standard of living. (Blood, 13: 845, 1958.) 


Sickle Cell Trait 


AT ONE TIME it was supposed that the sickle cell trait 
(as distinguished from sickle cell anemia) is benign and 
asymptomatic. Levin emphasizes that this is indeed not 
the case. A variety of experiments have indicated that, 
in the presence of hypoxia, circulating red blood cells 


CLINICAL FEATURES OF VITAMIN D INTOXICATION 


System 
Involved 


Manifestations 
of Vitamin D Intoxication 


GENERAL 
sive thirst 
GASTROINTESTINAL 
dry mouth 


Weakness, fatigability, weight loss, exces- 


Nausea, vomiting, cramps, constipation, 


OPHTHALMOLOGIC 


PATHOLOGIC 


Headache, paresthesias, vertigo, psychosis, 
depression, memory loss, coma 

Normocytic normochromic anemia 

Polyuria, frequency, nocturia, fixed low 
specific gravity, renal insufficiency 

Hypercalcemia, normophosphatemia, azo- 
temia, hypercalciuria, hypokalemic al- 
halosis, positive urine Sulkowitch reac- 
tion 

Calcified scleral nodules, band keratitis 


Calcification of heart, kidneys, lungs, 
blood vessels, stomach, thyroid, pan- 
creas and periarticular tissues 


(Reproduced fron ANN. Int. MED.) 
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may undergo sickling in people who have the trait. This 
in turn has been thought to be responsible for some 
rather definite and sometimes dangerous clinical mani- 
festations. Among the rarer ones are spontaneous 
hematuria, cerebral vascular insufficiency and _ pul- 
monary infarction. 

The one organ in which sickling of red blood cells is 
likeliest to lead to trouble is the spleen. Here the ar- 
rangement of the circulation through the sinusoids is 
such that with sickling, infarction is likely to develop. 
This has its strongest clinical representation in the 
spontaneous splenic infarctions that so typify the 
course of sickle cell anemia. In people who have the 
sickle cell trait, spontaneous splenic infarction has not 
been observed. However, when the circumstance of 
hypoxia is introduced, splenic infarction may follow. 
This phenomenon has been observed most frequently 
in the course of airplane flights. 

Since about 8 per cent of the 19 million Negroes who 
live in the United States have sickle cell trait, it is 
quite evident that the relationship of airplane flights 
to splenic infarction is a problem of considerable 
magnitude. 

Levin therefore advocates encouragement of an 
awareness of the problem among members of the 
medical profession, the air transportation industry, the 
medical services of the Armed Forces and among 
Negroes themselves. He believes that demonstration of 
sickle cell trait (a simple trick with hemoglobin elec- 
trophoresis) should be the basis for exclusion from air- 
plane flights. (Blood, 13: 904, 1958.) 


Postprandial T-Wave Changes 


In 2,000 consecutive routine electrocardiograms re- 
corded at random throughout the day in normal adult 
men, Sears and Manning found postprandial T-wave 
changes in 78 cases (3.9 per cent). In 29, there were 
negative T-waves in leads I or II and/or the lateral 
precordial leads. The remaining 49 showed flat T- 
waves in the lateral precordial and limb leads. In both 
groups, T-waves were completely normal in the fasting 
tracing. ‘ 

Although mechanisms are unknown, the authors 
assume that these changes have no pathologic sig- 
‘nificance. They emphasize the importance of recording 
routine electrocardiograms in the fasting state when- 
ever possible. (Am. Heart J., 56: 591, 1958.) 


Treatment of Arrhythmias 


BELLET HAS REVIEWED the methods of treatment of 
cardiac arrhythmias, with particular reference to recent 
advances. Recent advances include the more scientific 


144 


use of older agents, as well as new methods of tli: rapy, 
Improved methods of diagnosis are a leading adi nce, 
The following paragraphs summarize drugs anc tech- 
niques that are presently available. 

Vagal stimulation is effective in supravent: icular 
tachycardias, particularly those of auricular 01 jodal 
origin. It may be accomplished by mechanical ineans 
(carotid or ocular pressure) or drugs (ipecac, 1: ostig- 


mine, digitalis). 


Drugs that decrease excitability are indicated in 
extrasystoles and paroxysmal tachycardias. These 
drugs include quinidine, procaine amide and potassium 
salts. Plasma levels indicate that it is difficult to main- 
tain effective concentrations of quinidine. A new long- 
acting quinidine preparation—quinidine gluconate— 
will maintain a continuous effective level in a dose of 
0.4 Gm. three times daily. The cardiotoxic effects of 
quinidine— widened QRS complexes and hypotension 
—may be reversed by molar sodium lactate. This is 
also true for procaine amide. 

Although potassium is particularly effective for 
arrhythmias associated with hypopotassemia, and 
especially in digitalis intoxication, it is also effective in 
extrasystoles and paroxysmal tachycardias unasso- 
ciated with these. 

Drugs that increase excitability are indicated for slow 
heart rates and periods of cardiac arrest during 
Stokes-Adams seizures and other similar states. Agents 
for this method of treatment include epinephrine, 
isoproterenol (Isuprel), ephedrine and molar sodium 
lactate. The sympathomimetic drugs tend to lose their 
pressor and pacemaker effects in the presence of 
acidosis. These properties can be regained by restora- 
tion of pH. 

Molar sodium lactate is particularly effective in the 
treatment of slow heart rate associated with hyper- 
potassemia, and in various forms of cardiac arrest 
(e.g., during surgery). It is a useful supplement to the 
vagolytic and sympathomimetic drugs. 

Digitalis is an important antifibrillatory agent. It 
also abolishes ectopic rhythms indirectly through im- 
proving cardiac function. (Bellet has found the digitalis 
tolerance tests of Lown and Levine, and Nalbandian 
and associates, dangerous in many instances.) 

Electrical devices and other procedures have proved 
invaluable in cases of cardiac arrest and ventricular 
fibrillation. These include the external pacemaker, the 
external defibrillator, countershock (for terminating 
ventricular tachycardia), thumping on the precordium 
and irritating the myocardium with a needle, and 
finally thoracotomy with cardiac massage. 

Although some arrhythmias are still refractory, more 
and more are controlled with new advances. (Am. 
Heart J., 56: 479, 1958.) 


GP Volume XIX, Number? 


Bes 


| 
tu 
cu 
tw 
of 
du 
Fe 
aft 
> ‘ 


Tumors of the Anterior Mediastinum 


O'Gara, Horn have studied 51 tumors 
of the anterior mediastinum. Metastatic carcinoma and 
malignant lymphoma arising elsewhere were not in- 
cluded. Classification and incidence of the various 
tumors in this series are shown in the diagram at the 
ight. 
>. was a total of 19 thymomas and carcinomas of 
the thymus. There were no consistent histologic cri- 
teria. These neoplasms were grouped as encapsulated 
or nonencapsulated tumors, based on a combination 
of the surgeon’s opinion and examination of the gross 
specimen. This classification correlated more closely 
with the clinical course of the patients than any other 
factor. Eleven of the 19 thymomas were encapsulated, 
and in these there was no evidence of extension of 
tumor into adjacent structures, whereas the eight non- 
encapsulated tumors involved adjacent pleura, peri- 
cardium or hilar structures. Histologically, five of the 
eight nonencapsulated tumors were thymomas and 
three were carcinomas. The origin of the carcinomas 
cannot be proved conclusively to be in the thymus 
gland. On microscopic examination the encapsulated 
and nonencapsulated tumors were indistinguishable. 

The average age of the patients with thymoma was 
51 years, with a wide range. The encapsulated lesions 
were usually asymptomatic. Three patients had myas- 
thenia gravis and thymomas. Treatment of the thy- 
momas consisted of surgical resection for ten of 11 en- 
capsulated lesions with biopsy only of one. There was 
preoperative radiation (7,000 r and 5,100 r, respec- 
tively) for two patients, without regression of the 
tumors. No patients had radiation after operation. Ten 
patients survived one month to five years after treat- 
ment, with one recurrence. One patient died shortly 
after operation. 

Patients with nonencapsulated thymomas and car- 
cinomas fared poorly. Five were inoperable and in only 
one was complete excision possible. Three of six pa- 
tients responded well to radiation after operation. Only 
two patients are alive without symptoms (two and 21 
months respectively). 

There were four patients with non-neoplastic lesions 
of the thymus. Two showed hyperplasia; one, lique- 
faction necrosis; and one, merely a large gland. 

Malignant lymphomas occurred in ten patients. The 
duration of symptoms averaged less than eight months. 
Four patients have died, four are alive 15 and 19 months 
after operation, and two have recurrence. Although 
those lesions were sensitive to radiation, recurrence 
took place early. Complete resection was not possible. 

ere were ten cases of teratomas and related tu- 
mors. Five were benign cystic teratomas; two were ma- 
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PRIMARY TUMORS 
OF THE ANTERIOR MEDIASTINUM-—SI1 CASES 


lignant teratomas; two were seminomas; and one was 
of the embryonal type. All patients were males. The 
malignant lesions of this group are comparatively radio- 
sensitive. Complete excision was possible in two of the 
five cases, and these patients were alive and well 17 and 
four years after operation and postoperative radiation. 
Two others have survived with postoperative radiation. 

The miscellaneous group consisted of three granu- 
lomas, two lipomas, one liposarcoma and two unclassi- 
fied tumors. Two of these lesions were malignant and 
the patients died two and one-half years after treatment. 

The authors point out the chief problems in anterior 
mediastinal tumors which cause difficulty in classifica- 
tion and diagnosis, namely, lack of correlation between 
clinical course and histopathology in the thymomas; 
asymptomatic nature of many of the tumors; difficulty 
in distinguishing between primary and metastatic tu- 
mors; the bizarre nature of the teratomas. (Surg., 


Gynec. & Obst., 11: 562, 1958.) 


Adrenogenital Syndrome 


ETTELDORF AND HIS COLLEAGUES have reviewed 14 cases 
of adrenogenital syndrome due to congenital virilizing 
hyperplasia. In this disease, excessive androgen secre- 
tion, due to an inborn error of metabolism, begins 
during the gestational period and continues throughout 
life if not treated. The discovery that cortisone can be 
used to control this abnormal secretion has increased 
the import=nce of early recognition. In the female there 
occurs the syndrome of female pseudohermaphrodit- 
ism, and in the male, macrogenitosomia precox. 
Aside from the anatomic evidences of a virilizing 
process, and the abnormally high urinary excretion of 
17-ketosteroids, these authors emphasize the impor- 
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tance of abnormal salt losses in their cases. Ten of the 
14 cases showed clinical and biochemical evidence of 
abnormal salt excretion. Abrupt and recurrent dehy- 
dration was common. Vomiting was a prominent symp- 
tom. Electrolyte studies revealed low plasma sodium, 
with acidosis and hyperpotassemia. 

There was a high familial incidence in this series— 
three pairs of siblings. Sex assignment is occasionally 
difficult, and in one of these cases it was erroneous. 
This was corrected when studies were made of chromo- 
somal patterns of leukocytes and squamous epithelium. 

Following an extensive description of the anatomic 
features in these cases, the authors point out that the 
key to the diagnosis resides in the demonstration of 
abnormally high urinary 17-ketosteroid output. The 
confirmatory test is the suppression of this output by 
cortisone administration. (J. Pediat., 53: 389, 1958.) 


Iproniazid in Angina Pectoris 


IN THE OPINION OF Master, no drug has approached the 
subjective relief in angina pectoris that is provided by 
iproniazid (Marsilid). Of 74 patients with severe 
angina, 41 were completely or almost completely re- 
lieved by 150 mg. daily for from one week to five 
months. Neither the resting electrocardiogram nor the 
author’s “two step test” was altered, suggesting that 
no fundamental change in the severity of coronary 
artery disease occurred. 

Side effects were numerous, chiefly dizziness and 
syncope—probably due to hypotension. There were 
evidences of cerebral stimulation in several, and many 
instances of constipation, dry mouth and urinary 
disturbances. One patient developed hepatitis. 

Master hopes that a less dangerous analogue of this 
agent will be developed. In the meantime, he believes 
that iproniazid should be used only in hospitals by re- 
search teams. (Am. Heart J., 56: 570, 1958.) 


Health Problems of Youngsters 


WALLACE AND HER COWORKERS conducted a survey of 
mortality and morbidity in infants and preschool 
children in Minneapolis. Among presumably well 
children, 37 per cent were found to have at least one 
health problem. The greatest prevalence of problems 
came between the fourth and fifth birthdays. 

Analysis of the problems by body systems placed 
skin and respiratory diseases at the head of the list. 
Next in frequency were diseases of the cardiovascular, 
orthopedic and genitourinary systems as well as prob- 
lems of allergy and nutrition. 

Curiously, in this survey emotional problems did not 
appear on the diagnostic list of health problems with 
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any degree of frequency. The authors speculated that 
this may have been because physicians were less 
sensitive to and less able to identify emotiona! prob- 
lems, or that it may have been due to the lack of 
definition of the conditions that should be incluced in 
the category. Certainly, this aspect of the survey 
would seem to indicate that there is a great diflerence 
in the experience of physicians working in health 
department clinics for children and physicians seeing 
children in private practice. (Am. J. Pub. Health, 48: 
1145, 1958.) 


Silicosis, 1958 


IN SPITE OF THE FACT that methods for prevention of 
silicosis are now well known, there is a persistence of 
the environmental hazards that lead to the disease. 
Trasko agrees that there has been some reduction in the 
extent of hazardous employment but notes that more 
must be done if a severe socioeconomic problem is to be 
overcome. As it is, a majority of cases now on record 
represent a backlog of silicosis acquired at an earlier 
time. These cases have a major impact on society 
because of high compensation costs. (Pub. Health 
Reports, 73: 839, 1958.) 


Brief Seizures and Petit Mal 


THE TERMINOLOGY of convulsive disorders is confused. 
For example, the term, “petit mal,” is often used to 
signify brief seizures in general, although it represents 
a clinically distinct seizure. Senz has briefly described 
the seizure syndromes that occur in infants and chil- 
dren and that are not full generalized major seizures. 
Different types of brief seizures are of different signifi- 
cance and have differing modes of therapy and prog- 
noses. 

Petit mal is a specific disorder characterized by star- 
ing spells. They may be infrequent or occur hundreds 
of times an hour. The diagnosis is invalidated by the 
presence, alone or together, of mental retardation, 
organic brain disease, falling in attacks, onset under 
the age of 3, aura, postictal phenomena, conspicuous 
or widespread muscular rigidity or movement, oF 
electroencephalographic patterns other than a three- 
per-second spike and wave. 

Abortive or incomplete major seizures occur in grand 
mal epilepsy, especially when treatment has begun. It 
is sometimes incorrectly stated that treatment has 
“uncovered” or precipitated petit mal. 

Psychomotor seizures are difficult to distinguish from 
behavior disorders but not from petit mal. 

Simple myoclonic seizures, sudden contractions of 
isolated flexor muscles, often occur in children who 
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also have grand mal seizures. Infantile myoclonic 
siures look like an exaggerated startle response of 
infancy. They may occur dozens of times a day, and 
almost without exception they are associated with 
severe mental retardation. Many varieties of electro- 
encephalographic abnormalities are noted in these 
syndromes, as well as in akinetic attacks. The latter are 
characterized by precipitous falls to the floor. These 
children also are mentally retarded and show evidences 
of organic brain damage. (J. Pediat., 53: 441, 1958.) 


Resistant Staphylococci in Children 


Persons carrying penicillin-resistant staphylococci are 
becoming increasingly numerous. Many acquire these 
strains during hospitalization, and these include new- 
born infants. And newborn infants are known to re- 
tain the strains acquired in the nursery for at least a 
year. These observations have prompted Hurst to 
study the incidence of penicillin-resistant staphylococci 
among children born in recent years as compared to 
those born prior to the extensive hospital use of 
penicillin. 

In the diagram below are shown incidences of 
coagulase-positive staphylococci and penicillin-resist- 
ant staphylococci among 388 children in the age 
groups indicated. Cultures were obtained from nose 
and throat. Forty-five per cent of all children under 5 
were found to harbor penicillin-resistant organisms, in 
contrast to 18 per cent in the 10- to 18-year group. 
Penicillin resistance of the organisms was independent 
of experience with penicillin treatment. Hurst postu- 
lates that the majority of these resistant strains in the 
younger children are of hospital nursery origin. These 


findings have serious implications for the future value 
of antibiotics in treating staphylococcal infections. (J. 
Lab. e& Clin. Med., 52:254, 1958.) 


Asian Influenza Vaccine 


Now ruar the Asian strain of influenza virus has been 
incorporated into a polyvalent vaccine, experiences 
with the monovalent vaccine that was used last fall and 
winter make little difference in the current clinical 
practice. However, in view of the fact that physicians 
may have to contend at some future date with a 
similar problem— development of an influenza epidemic 
caused by a virus with which the population has not 
had antigenic experience—some of those experiences 
may be helpful for future reference. 

Bayne, Liu and Boger assessed the effect of monova- 
lent Asian influenza vaccine on the basis of the hemag- 
glutination inhibition titer in the blood of subjects 
who had received the vaccine. The authors were in- 
terested in the following points: 

1. The effect of a single-dose primary immunization 
upon antibody titer. 

2. The effect of a two-dose primary immunization 
upon antibody titer. 

3. Comparison of the efficacy of 1 ml. subcutaneously 
with that of 0.1 ml. intracutaneously. 

4. The effect of age of the recipient upon the antibody 
response to vaccination. 

The authors found that persons above the age of 40, 
as a group, developed a stronger antibody response to 
a single dose vaccination than did persons under the 
age of 40. Two-dose vaccination was superior to a 
single dose, and better antibody titers resulted when 


Age Groups 
(Yeors) 


3-4 


Coagulase-positive cultures 


Penicillin-resistant cultures 


Chart showing the incidences of coagulase-positive and penicillin- 
resisiant staphylococci in nose and throat cultures of children. Total 
numbers of children are shown in circles. 
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there was an interval of four weeks between doses than 
when the interval was two weeks. For single dose im- 
munization, 1 ml. subcutaneously was superior to 0.1 
ml. intracutaneously. However, after primary im- 
munization with 1 ml. subcutaneously, the booster 
effect of a second dose was the same whether it con- 
sisted of 1 ml. subcutaneously or 0.1 ml. intracuta- 
neously. (Am. J. M. Sc., 236: 290, 1958.) 


Ligation of Internal Mammary Arteries 


Fish, CRYMES AND LOVELL APPRAISED the effects of liga- 
tion of the internal mammary arteries in 24 selected 
cases of moderate or severe angina pectoris in which 
cardiac decompensation was not considered a signifi- 
cant complication. 

* The authors were scrupulous in their efforts to eval- 
uate the syndrome objectively. Patients underwent a 
preoperative session of evaluation lasting from two to 
six weeks during which they were on a standardized 
therapeutic regimen. Every effort was made to mini- 
mize the potential psychologic aspects of the procedure. 
All patients were observed in the hospital for at least a 
week after the operation and were then seen periodically 
as outpatients. Their postoperative status was carefully 
compared with the records of their preoperative con- 
dition on the basis of character and duration of pain, 
nitroglycerin requirements, exercise tolerance and 
other factors. 

The long-term results of the operation indicated to 
the authors that it had no beneficial effect upon the 
course of angina pectoris. Nevertheless, 20 of the 24 
patients noted an initial marked improvement that 
lasted for ten to 60 days. The reasons for that remission 
postoperatively were not evident, and the authors were 
reluctant to explain it entirely upon the basis of a 
psychologic effect. (New England J. Med., 259: 418, 
1958.) 


Amphotericin B for Histoplasmosis 


MILLER AND HIS ASSOCIATES report the case of an elderly 
white man with histoplasmosis manifested by an ul- 
cerative lesion of the lip, a granulomatous lesion on 
the posterior two-thirds of the tongue, and a similar 
one on the soft palate. There was no response to the 
intravenous administration of 2-hydroxystilbamidine. 
The patient’s general condition deteriorated and the 
lesions increased in size. A 28-day course of ampho- 
tericin B was given intravenously. The patient’s gen- 
eral condition improved dramatically and the local 
lesions healed. The drug was administered without 
side effects. (Antibiot. Med. ¢> Clin. Therapy, 5: 593, 
1958.) 
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Future Treatment and Control of Tuberculosis 


IN AN ADDRESS before the American College of Chest 
Physicians, Hinshaw speculated on the future treat- 
ment and control of tuberculosis. In his opinion, the 
personal physician, not the Public Health Clinic, is 
the one to whom the patient of the future may look for 
protection against the perils of thoracic disease. The 
personal physician should expect to serve ever more 
important functions in preventive medicine and public 
health. 

Case finding is the most important factor in tubercu- 
losis control. The minifilm mass survey technique has 
now undergone thorough trial and demonstration. The 
author predicts it will not be used for periodic mass 
surveys of the general public in the United States, for 
the task is too great and the yield is now too small for 
the true cost of such undertakings. Special population 
groups should be surveyed by this or another method. 
Groups with a high incidence of tuberculosis, prisoners 
and inmates of charity hospitals and domiciliary in- 
stitutions should be surveyed. School teachers, baby 
sitters and others who associate closely with children 
constitute a special group. 

There has been speculation and no little hysteria 
about exposure hazards in radiology. Chest x-ray 
films are less hazardous than many radiologic examina- 
tions because little radiation is necessary for penetra- 
tion of the air-containing thorax, there is no direct 
radiation of the reproductive organs, and scatter radia- 
tion is extremely slight (a luminous dial wrist watch 
provides as much radiation in one week as a chest x-ray 
film). However, one minifilm involves as much radiation 
exposure as ten to 25, 14x17-inch films. Whenever the 
factor of exposure is considered, as in children, 
preference should be for the 14x17-inch chest film. One 
complete GI series may involve as much gonadal ex- 
posure as scores or hundreds of chest x-ray films. 
There is not the slightest reason to fear the annual or 
semiannual conventional chest x-ray film. 

Hinshaw has a concrete proposal for the insurance 
companies and welfare funds that now exclude tubercu- 
losis coverage. When writing a policy for sickness 
expense insurance, offer to cover tuberculosis treat- 
ment for anyone who will submit a negative chest x-ray 
film and who has annual films thereafter. If this is done, 
the claims will not be appreciable. 

Chemotherapy of recently converted tuberculin 
reactors appears to be a logical and feasible substitute 
for BCG vaccination in many social groups in the 
United States. However, BCG is indicated in those 
areas of the world where the majority of persons be- 
come sensitized to tuberculin spontaneously. (xs. of 
Chest, 34: 239, 1958.) 
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Acute Pancreatitis 
I SPITE OF THE FACT that the diagnosis of acute pancre- 
atitis has become more familiar in recent years, 
Shallenberger and Kapp estimate that the initial diag- 
nosis is missed in 65 to 75 per cent of cases. With a 
view to improving this record, they reviewed a series of 
72 attacks occurring in 54 patients. 

Pain was the chief complaint in all instances. Usually 
it was located in the mid-epigastrium or left side of the 
epigastrium, often radiating to the subscapular area. 
The pain tended to be boring and unrelenting. Nausea 
or vomiting was present in all but nine attacks. Con- 
stipation was a feature in 14 instances; no patient had 
diarrhea. Precipitating factors included a heavy or 
fatty meal (24 attacks), a drinking spree (12 attacks), 
and trauma (one fatal case). Study of the extra-hepatic 
biliary tree by x-ray, operation or autopsy in 44 of the 
54 cases revealed that 21 had a normal, patent biliary 
tree without stones and 23 had evidence of past or 
present disease. The prevalence of certain objective 
findings during the course of the 72 attacks is indicated 
in the diagram at the right. 

The authors emphasized that medical management 
is preferred. Surgery should be reserved for complica- 
tions or the correction of associated biliary tract 
disease. The principal medical measures include: 

1. Correction of fluid and electrolyte balance. 

2. Blood or a substitute, for shock. 

3. Relief of pain with Demerol or splanchnic block. 

4, Measures to quiet pancreatic activity. 

a. Gastric suction. 
b. Anticholinergic agents. 
c. Antacids, 

5. Broad-spectrum antibiotics where indicated. 

For those patients who developed hyperglycemia, 
the authors preferred to use insulin for control of the 
blood sugar. They had the impression that if diabetes 
was permanent after an acute attack, it was likely to be 
milder and more easily controlled if the patient had 
received insulin for control of hyperglycemia during 
the acute attack. (Amn. Int. Med., 48:1185, 1958.) 


Death Rates From Leukemia 


CluAM AND WALTER REVIEWED the vital statistics on 
wortality from leukemia in the United States for the 
period from 1921 to 1955. During that time there has 
been an increase in the death rate for all ages, in both 
aces and in each sex. However, since 1940, the rate of 
increase in whites has declined significantly, suggesting 
that the time is coming when death rates from leu- 
temia may become stabilized or may even decline. 

These findings are of special interest in view of the 
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IN 72 ATTACKS OF ACUTE PANCREATITIS 


PREVALENCE OF CERTAIN OBJECTIVE FINDINGS 


thoughts expressed by some authorities that there are 
more leukemogenic agents in the environment at the 
present time. If this is so, the effect has not yet become 
apparent. The findings in this study suggest, on the 
contrary, that there has been a recent decrease in ex- 
posure of the general population to whatever it is in the 
environment that causes leukemia. Incidentally, and of 
special interest to physicians, the increase in death 
rate from leukemia between 1940 and 1950 was smaller 
among physicians than among white males of the same 
ages in the general population. (Pub. Health Reports, 
73: 773, 1958.) 


Myleran for Polycythemia Vera 


MYLERAN IS THOUGHT to produce its biologic effect 
through chemical alkylation of cellular protein or 
nucleoprotein. It acts mainly on cells in an active state 
of division, whether malignant or not. It has been em- 
ployed chiefly and with great success in the treatment 
of chronic myelogenous leukemia. Wald, Hoshino and 
Sears now report that Myleran is also effective in con- 
trolling polycythemia vera. 

The authors used Myleran therapy in the manage- 
ment of nine relapses of polycythemia vera in five pa- 
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tients. The average dosage required to produce a full 
remission was 29.4 mg. per week (range, 22 to 40 mg. 
per week). 

Complete remissions occurred in seven instances— 
disappearance of clinical symptoms and signs, includ- 
ing hypertension and splenomegaly when these were 
present; improvement in hematologic tests. In the two 
instances of incomplete remission, there was a notable 
fall in leukocyte count and platelet count without 
much change in erythrocyte values. As a safety factor, 
when leukocyte counts and platelet counts were rela- 
tively normal before Myleran therapy of polycythemia 
vera, these cellular elements were not remarkably 
affected although the erythrocyte counts were lowered 
satisfactorily. 

Advantages ascribed to Myleran therapy were as 
follows: 

1. Obviation of need for radiation (P**, x-ray), thus 
avoiding use of an agent known sometimes to be leu- 
kemogenic, in treating a disease in which there is 
already an increased incidence of leukemia. 

2. Inexpensive. 

3. Ease of administration (well within the scope of 
practice of the patient’s own physician). 

4. Safety and freedom from side effects. (Blood, 13: 
757, 1958.) 


Emphysema and the Lungs of the Aged 


A CLINICAL stuDY of emphysema in aged men and 
women by Mayer and his associates has yielded sub- 
stantial support of the validity of the concept of senile 
lungs versus senile emphysema. Aging is associated 
with changes that result in the senile lung. This change 
becomes clinically demonstrable particularly after the 
age of 80, and predominantly in women. It is rarely 
recognizable before that. The lungs of these individuals 
are quite efficient for their age, especially within the 
increasingly restricted range of activity that naturally 
goes with progressive aging. The diagnosis of senile 
lung was made only in the absence of symptoms and 
signs pertaining to obstructed breathing and hyper- 
inflated lungs. 

The term, “senile emphysema,” is a misnomer. The 
senile lung does not manifest itself clinically as em- 
physema, nor is the latter a common disease among 
the aged. When present, clinical emphysema has the 
same features in the aged as in the young. In the aged 
emphysematous individual, the clinical signs and 
symptoms of obstructive breathing are present and the 
thorax is overdistended. In the truly senile state, the 
chest and lungs show loss of structure and contraction 
in volume, but their function appears quite sufficient 


for these aged people. (Dis. of Chest, 34: 247, 1958.) 
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Ferrous Sulfate Poisoning 


IRON POISONING has become increasingly frequent in 
children. Most cases have occurred betweed the ages 
of 18 and 32 months. As few as ten to 15 tablets have 
been reported as sufficient to cause death from ferrous 
sulfate poisoning. 

Amerman and coworkers describe the case of an 18- 
month-old girl admitted to the hospital cyanotic and in 
shock, two hours after ingestion of about 20 ferrous 
sulfate tablets. Treatment consisted of gastric lavage, 
infusions and a chelating agent. An exchange trans- 
fusion was employed when fever, hypotension and 
cyanosis persisted. Recovery was complete four days 
later. 

Aside from the irritating effect of large amounts of 
iron on gastrointestinal mucosa (that can itself cause 
hemorrhage and shock), there are widespread cellular 
effects and metabolic abnormalities. It has been 
postulated that the shock of iron poisoning is due 
primarily to the presence of a circulating vasodepres- 
sant. This may be ferritin. The present authors em- 
ployed the exchange transfusion to remove this toxic 
substance from the circulation. (J. Pediat., 53: 476, 
1958.) 


Hypophysectomy In Severe Diabetes 


Jari, Gorpon and Erickson have performed sur- 
gical hypophysectomy in ten diabetic patients and a 
section of the stalk of the hypophysis in five other pa- 
tients. All of these patients had severe diabetes of the 
juvenile type. All had varying degrees of nephropathy 
and severe loss of vision. 

Of the 15 patients, three patients died in the im- 
mediate postoperative period. All of the 13 patients 
surviving the procedure had a fall in blood pressure to 
more normal levels and a reduction in insulin require- 
ments. 

In the patients in whom a hypophysectomy was done 
there was definite improvement in the retinopathy and 
some improvement in the nephropathy. The results 
with section of the stalk of the hypophysis were incon- 
sistent and the authors believe that the two procedures 
are not comparable. 

Five of the patients died of hypoglycemic shock from 
three to 26 months postoperatively. As these opera- 
tions increase the patient’s sensitivity to hypoglycemic 
shock, it can only be done in patients who will watch 
their diet and insulin closely. The authors believe that 
hypophysectomy is not indicated when major renal 
insufficiency is present and should not be used as @ 
routine therapeutic procedure in advanced juvenile 


diabetes. (J. Newrosurg., 15: 504, 1958.) 
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Carcinoma of the Prostate 


CARROLL AND BRENNAN treated 50 patients with in- 
operable carcinoma of the prostate with a long-acting 
estrogen (chlorotrianisene). The minimum treatment 

riod was 24 months, the longest, 80 months. The 
individual daily dose of the drug ranged from 24 mg. 
to 144 mg. The starting dose was usually 24 mg.; when 
larger doses were needed to obtain a response, no ad- 
verse side effects were noted. This drug appears to be 
capable of inhibiting pituitary gonadotrophin produc- 
tion. 

The response to chlorotrianisene was decreased 
pain, gain in weight, reduction of acid phosphatase 
levels and regression of metastatic lesions. Twenty-two 
patients died in the treatment period, but only eight 
deaths were from the prostatic cancer. 

Twenty-eight of the 50 patients underwent orchiec- 
tomy. There has not been a positive correlation from 
the standpoint of morbidity and mortality between the 
orchiectomized patients and those receiving the estro- 
gen only. It is the policy of the authors to perform 
orchiectomy when the patient is first seen and to intro- 
duce the estrogen therapy at the same time. 

It is believed that chlorotrianisene differs from other 
synthetic and natural estrogens in that it does not pro- 
duce enlargement of either the adrenal glands or the 
pituitary gland. Enlargement of the breasts occurred 
in 80 per cent of the patients treated. (J. Urol., 2:155, 
1958.) 


A Study of Suicide 


Wuen TucKMAN AND LaveELL made a systematic study 
of epidemiologic data on suicide in Philadelphia, one 
of the outstanding findings was that the majority of the 
suicides had been under medical supervision prior to 
their death, usually by the family doctor. The implica- 
tions for prevention are evident. 

The study in question was for the five-year period, 
1951-1955. The source for information was in the 
records of the office of the medical examiner. Those 
records had come from many different sources—police, 
person who identified the body. inquest, relatives, 
family doctor—but they shed little or no light on the 
dynamics in the suicides. 

During the five-year period, 742 deaths were classified 
as suicides. Some idea of the importance of the problem 
sobtained from the fact that during 1955, the number 
of suicides (141) was not substantially lower*than the 
automobile fatalities in the same period (176). Some of 
the epidemiologic data in this study of self-destruction 
are shown in the diagram at the right. (Pub. Health 
Reports, 73:547, 1958.) 
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Hydramnios 


Tue gastrointestinal and respiratory tracts of the fetus 
serve as absorbing surfaces for amniotic fluid. Hy- 
dramnios can result from impairment of this function. 

DeYoung emphasizes the importance of hydramnios 
as a diagnostic sign of a reparable defect. Amniotic 
fluid may be inaccessible to the alimentary tract be- 
cause of mechanical obstruction or because of aphagia. 
Aphagia is the mechanism in the classical association 
of hydramnios with anencephaly. Defects of the tem- 
poromandibular joint are associated with hydramnios 
because vigorous swallowing of amniotic fluid is re- 
quired of the fetus. 

DeYoung describes cases of duodenal stenosis and 
atresia, meconium ileus and esophageal atresia asso- 
ciated with hydramnios. These lesions are curable if 
diagnosed and treated early. The physician should be 
“aggressively suspicious” of obstruction when hy- 
dramnios is detected. 

It should be recalled that there is a maternal absorp- 
tive process that may be faulty. Thus, there is a high 
incidence of hydramnios in pregnancies complicated 
by diabetes, toxemia or erythroblastosis. Therefore, 
fetal alimentary problems are not to be expected in all 
cases of hydramnios. (J. Pediat., 53: 277, 1958.) 


EPIDEMIOLOGIC DATA IN 742 SUICIDES 
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Pregnancy After Pneumonectomy 


LaROS MADE A SURVEY of the frequency and course of 
pregnancy in female patients after pneumonectomy for 
tuberculosis. The fact of having only one lung does not 
appreciably harm the state of health of the expectant 
mother, nor was any evidence found that pneumonec- 
tomy in the mother had exerted a detrimental influence 
upon the growing fetus. 

It is undoubtedly advisable to recommend avoidance 
of pregnancy for the first two years after pneumonec- 
tomy. After such a period, it will be easier to judge the 
stability of the tuberculous process, the condition of 
the remaining lung and the mediastinum, and the 
adaptability of the patient to the new situation. In the 
light of the author’s experience, it will seldom be nec- 
essary to advise against the pregnancy if the condition 
after the pneumonectomy is stable and if there are no 
serious symptoms of respiratory and cardiac insufh- 
ciency. 

It is likewise advisable to limit the number of preg- 
nancies after a pneumonectomy because the demands 
a family makes on the mother may possibly be beyond 
her physical capacity. It is desirable that these women 
bring up their children themselves as far as they can, 
for in doing so they will more easily be able to regain 
any self confidence lost during their illness. (Am. Rev. 
Tuberc., 78: 563, 1958.) 


Home Care of Patients with Tuberculosis 


Tue Committee on Therapy of the American Trudeau 
Society, recognizing the advantages and disadvantages 
of prolonged hospitalization and of home care for pa- 
tients with tuberculosis, suggest a plan incorporating 
the features to be described in order to provide ade- 
quate care for selected patients. 

The committee believes hospitalization is an essential 
part of the treatment of all forms of active tuberculosis. 
All patients should be urged to accept hospitalization 
as soon as the need for treatment is established. Hos- 
pitalization should continue until (a) diagnostic pro- 
cedures adequate for the evaluation of the entire pa- 
tient and his disease have been completed; (b) chemo- 
therapy has been instituted and the patient’s tolerance 
to the drugs prescribed has been determined; (c) 
symptoms, if any, have been controlled; (d) communi- 
cability of the disease is believed to have been ade- 
quately diminished for the patient’s circumstances ; (e) 
it has been determined that home conditions are ade- 
quate for care of the patient, and the patient has dem- 
onstrated an attitude of trustworthiness and coopera- 
tion; (f) it has been determined that the family is not 
only capable, but is desirous of caring for the patient 
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and will make the sacrifices that home care requires; 
(g) the patient has been well instructed about his dis- 
ease and its treatment, including the development of 
good dietary habits and good habits of personal hy- 
giene; (h) uninterrupted medical care is assured, in- 
cluding regular visits to the physician, or house calls if 
indicated. 

Medical care at home requires regular and frequent 
visits between patient and physician. In the ideal situa- 
tion, the physician in charge during the preliminary 
hospitalization should be in charge of the home care 
program. 

Home care does not necessarily shorten the total 
period of disability. The physician supervising home 
care should discourage premature return to work. 
Patients under treatment at home should have avail- 
able to them the diagnostic and consultative services 


of the modern hospital or clinic. Routine periodic re-_ 


admissions to the hospital for a few days may be 
necessary. Re-evaluation by roentgenographic, bac- 
teriologic, clinical and laboratory procedures should 
be followed by presentation at a staff conference. 

The private physician has an important role in home 
care. It should be the aim of any program to delegate 
to the patient’s personal private physician as much of 
the responsibility for medical care as possible. A pri- 
vate physician weil indoctrinated in the care of tuber- 
culosis could supervise the patient’s home care. If the 
patient’s private physician does not conduct long-term 
outpatient treatment of tuberculosis, he should be kept 
well informed of the patient’s progress, should be con- 
sulted in the event of intercurrent illness, and should 
take over complete care when the treatment of the 
tuberculosis has been completed. (Am. Rev. Tuberc., 
78: 655, 1958.) 


Tuberculous Pleural Effusion 


AsPIN AND O’Hara comparep the progress with regard 
to resolution of fluid of 16 steroid-treated and 14 non- 
steroid-treated acute tuberculous pleural effusions of 
recent onset. In the cases treated with ACTH (4 units 
daily) or prednisone (20 mg. daily), supported by 
streptomycin and isoniazid, the fluid absorbed dra- 
matically without the need for other than diagnostic 
aspiration. The fluid decreased to the line of the sev- 
enth rib anteriorly or further into the costophrenic 
angle in an average of 28 days. 

In the nonsteroid-treated group, it took an average 
of over 60 days for fluid to resolve to the line of the 
seventh rib anteriorly. In six cases, there were locula- 
tions, three of considerable extent. In two, there was 
marked residual deformity, one case requiring a de- 
cortication. (Brit. J. Tuberc., 52: 81, 1958.) 
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Bleeding From Esophageal Varices 


Iv HIS ESTIMATE of the prospects for bleeding from 
esophageal varices in patients with cirrhosis of the 
liver, Britton presented data approximately as repre- 
snted in the diagram at the right. With those data 
in mind, it is evident that treatment of this emergency 
isa severe challenge, particularly to the physician who 
first encounters the patient. Beyond that, prevention 
of recurrence of the bleeding in those patients who 
survive is a second important challenge. 

The first element in the treatment of hemorrhage 
from esophageal varices is rapid control of the bleeding 
by means of balloon tamponade, using the triple-lumen 
Sengstaken-Blakemore tube. Sedation may be provided 
if necessary with liberal doses of meperidine (Demerol) 
hydrochloride. Once the balloon is in place, the stom- 
ach tube is thoroughly irrigated and aspirated with 
large amounts of tap water. Continuous suction is ap- 
plied to the gastric lumen except during the hourly 
occasions when the tube is irrigated and except for 
three periods of one hour each following instillation 
into the tube of 60 cc. of castor oil and 1 Gm. of neomy- 
cin. The purpose of this combination of drugs is to 
purge the intestinal tract of blood which may be con- 
verted by the intestinal organisms into ammonium 
compounds that have a tendency to produce coma. 

Other elements of treatment of the emergency in- 
clude (1) restoration of blood volume and intravenous 
hydration using solutions low in sodium chloride and 
high in carbohydrate concentration; (2) use of sys- 
temic antibiotic agents, administered parenterally, to 
control possible respiratory infection; (3) administra- 
tion of vitamin K, (50 mg. intravenously), ascorbic 
acid (1,000 mg.), vitamin By» (50 mcg.), and multiple 
vitamins rich in vitamin-B complex. 

With regard to prevention of recurrent bleeding, 
Britton’s survey of experiences reported in the litera- 
ture indicates that portacaval shunt offers the best pro- 
tection against further bleeding. (Cleveland Clin. 
Quart., 25: 56, 1958.) 


Renal Artery Size and Renal Function 


MeasuremENT of differential renal function in cases of 
ureteral obstruction or of a dilated collecting system in 
polycystic disease is difficult using standard retrograde 
techniques. Atrophy of any organ is followed by a de- 
crease in size of its artery, and Malut has reported 
studies correlating the size of renal arteries (measured 
from translumbar aortograms) with renal function. He 
found that the normal internal diameter of the renal 
artery in young adults is 6.6 mm. The renal artery 
supplying a hypertrophied solitary kidney was found 
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PROSPECTS FOR BLEEDING 


WITH CIRRHOSIS OF THE LIVER 


FROM ESOPHAGEAL VARICES IN PATIENTS 


to be 8.5 mm. in internal diameter and easily capable of 
accommodating the doubling in blood flow without 
necessitating any increase in blood pressure. 
Congenital polycystic kidneys have been found to 
have quite narrow renal arteries, while kidneys with 
large solitary cysts have been shown to have arteries 
normal in caliber. Most interesting were the studies on 
hydronephrotic kidneys. Acute hydronephrosis was not 
reflected by diminution in renal artery size, nor was 
there any change associated with intermittent hydro- 
nephrosis if renal function was adequate. There was, 
however, marked narrowing of the renal artery in 
prolonged obstruction resulting in atrophy of the renal 
parenchyma. The authors concluded that a narrow 


. renal artery is always indicative of decreased renal 


function, but that an artery of normal size does not al- 
ways signify normal kidney function. (Surg., Gynec. & 
Obst., 107 :415, 1958.) 
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Muscle Blood Flow in Arteriosclerosis Obliterans 


BENTLEY BELIEVES that clinical attempts to relieve the 
symptoms of claudication in patients with arterio- 
sclerosis obliterans by the use of dilator drugs and 
lumbar sympathectomy will fail. He offers experi- 
mental evidence from a group of patients with arterio- 
sclerosis obliterans as compared with a group of 
normal patients to prove this. The patients with 
arterial disease all had intermittent claudication. 

The muscle blood flow was measured by enclosing 
the calf in a venous occlusion plethysmograph. The 
maximum blood flow in the muscle was determined 
with exercise or with reactive hyperemia. Reactive 
hyperemia was produced by occluding the blood flow 
to the muscle for three minutes. The blood flow in pa- 
tients was measured at rest and after reactive hyper- 
emia. The resting blood flow was the same in both 
groups of patients, the maximum blood flow was higher 
in the normal patients. 

All patients had the same response to adrenalin and 
noradrenalin which indicated that the muscle blood 
vessels were normal. In patients studied before and 
after sympathectomy there was no increase in the 
reactive hyperemia blood flow. Vasodilator drugs also 
had no effect on the maximum blood flow. 

The diseased areas in arteriosclerosis obliterans are 
limited to the larger arteries and when the obstruc- 
tions are removed so that a larger flow of blood can be 
available for the muscle, there will be an increase in the 
hyperemic or exercise blood flow. This was shown in 
patients with arteriosclerosis obliterans who had 
arterial grafts placed to relieve the obstruction. (Am. 
J. Surg., 96: 193, 1958.) 


Lacerations of the Great Vessels 


WounDs Of THE GREAT VESSELS of the upper thorax are 
frequently fatal as a result of exsanguination. In regard 
to arteries in particular, the sustained high pressure, 
the thin elastic wall, and the lack of any stout tissues to 
abut a clot firmly and continuously against the injured 
area, all militate against the quick formation and main- 
tenance of clotted sealing of a laceration prior to fatal 
loss of blood. Individuals who survive the initial epi- 
sode develop massive hematomas which may become 
infected and which are prone to early or late secondary 
hemorrhage. Great vessel injuries do not heal cleanly 
as a rule, and the few patients who ultimately survive 
usually develop an aneurysm or arteriovenous fistula. 
Buckner, Lyons and Perkins believe that patients 
who survive an injury to the great vessels long enough 
to reach the hospital should be regarded as salvageable 


by an aggressive program involving immediate thora- 
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cotomy with control of hemorrhage, rapid replace nent 
of blood volume, cardiac resuscitative measures as indi- 
cated, and definitive repair of the injured structures. 
In the authors’ experience the vertical sternum- 
splitting approach has proved the best means of 
exposure of the great vessels. They believe that this 
approach offers advantages over a lateral thoracotomy 
or a cervical approach because it can be simply and 
rapidly performed, provides excellent exposure of the 
heart and great vessels, and the incision can be ex- 


tended easily. (Surg., Gynec. ¢ Obst., 107: 135, 1958.) 


Localization of Upper G.I. Bleeding 


THE HIGH MORBIDITY and mortality of upper gastro- 


intestinal bleeding is due in large part to the difficulties 
of locating the focal point of hemorrhage. Various re- 
ports have estimated that in about 15 per cent of the 
cases, the site of bleeding is unknown. 

Traphagen and Karlan have reported a variation 
of a test that will help to disclose the source of active 
upper G.I. bleeding. The patient swallows a weighted 
length of umbilical tape marked at one-inch intervals 
with radiopaque strips. After the tip of the string is 
well beyond the ligament of Trietz, the patient is given 
20 cc. of 5 per cent fluoroscein intravenously. In five 
minutes the string is removed and examined under 
the ultraviolet light. If bleeding is active, the appropri- 
ate segment of the string is stained with blood and 
fluoroscein. (Surgery, 44:644, 1958.) 


Duodenal Obstruction with Pancreatic Carcinoma 


CarcinoMa of the head of the pancreas is usually 
found to be nonresectable at the time of surgical ex- 
ploration, and the problem of biliary obstruction is 
frequently solved with a palliative anastomosis between 
the gallbladder and the small intestine. One of the ob- 
vious requirements of a palliative procedure is that no 
further operation be needed before the patient suc- 
cumbs to his primary disease. Pipes and Pariera re- 
port, however, that duodenal obstruction frequently 
supervenes in patients with carcinoma of the pancreas, 
thereby necessitating a further palliative procedure, 
gastrojejunostomy. 

The authors report a series of 18 patients with 
carcinoma of the pancreas all of whom underwent 
palliative diversion of biliary flow and none of whom 
showed signs of duodenal obstruction at the initial 
operation. Six of these developed duodenal obstruction 
and five were completely relieved by subsequent gastro- 
jejunostomy added to the standard palliative chole- 
cystoanastomosis at the initial operation. (Surgery, 
44 :636, 1958.) 
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Urinary Pain Relief 


(American Medical Association, Minneapolis, Dec. 5.) 
SYMPTOMS OF URETERAL COLIC were relieved in 47 of 50 
patients with oral atropine tannate (Atratan). The 
new form of oral atropine benefited 39 of 40 patients 
suffering from ureterolithiasis, and eight patients with 
ureteral colic due to other causes than stone. The 
drug provides a “constantly maintained release of the 
therapeutic agent . . . despite variations in gastroin- 
testinal motility or pH,” and most patients required 
no narcotic.— Drs. Mites W. Toomey, Louts M. Orr, 
James L. Campsett and James B. Jamison, Orlando, Fla. 


For Asthmatics 


(Ibid., Dec. 4.) INTRAVENOUS INJECTION of sodium lac- 
tate relieves asthmatic attacks in patients who no 
longer respond to epinephrine. Acting on clues that 
epinephrine is most effective when the blood is more 
alkaline than acid, physicians treated 45 patients with 
the sodium solution only. Relief was immediate and 
dramatic, apparently because of increased effectiveness 
of the patients’ own adrenalin. Sodium lactate should 
not, of course, be administered to patients in whom 
sodium retention would be dangerous.—Dr. J. S. 
BLuMENTHAL, University of Minnesota Medical School, 
Minneapolis. 


Premature Babies 


(Ibid., Dec. 3.) Grow RATE of premature babies is 
increased through a formula low in water and high in 
calories, the opposite of the usual diluted formula. 
Infants on this regimen grew as fast as or faster than 
if they had been full-term births. Diluted formulas may 
Tequire an infant to exceed his capacity to drink in 
order to secure his “usual” quota of calories. On a 
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concentrated form of low-solute content milk, many 
premature infants drank as much as they would of 
standard dilution of the same milk, receiving twice the 
caloric content. Some could be sent home days or 
weeks earlier than if they had been fed the standard 
formula.— Dr. Hans G. Kerret, Jefferson Medical Col- 
lege, Philadelphia. 


Timing for Surgery 


(Ibid., Dec. 3.) WHEN A NEWBORN INFANT requires sur- 
gery, the first 72 hours represent an optimum time, 
for then the infant is in excellent nutritional state with 
high levels of hormones and inherited circulating anti- 
bodies. The infant then also possesses a high threshold 
of pain, and usually requires less anesthesia. After 
three days of life, the infant enters a period of transi- 
tion, losing weight, with sluggish adrenal response, 
but becomes a good surgical risk again at age 2 weeks. 
— Dr. H. Ciatwortny, Jr., Columbus, Ohio. 


Parental Assault 


(Ibid., Dec. 3.) THE CHILD PATIENT exhibiting multiple 
injuries should lead the physician to suspect assault 
by parents, baby sitters or other persons. The multi- 
plicity of injuries in deliberate assault “casts doubt on 
the story of accidental occurrence told by the parent 
or guardian. . . . Actually, hemorrhages are more fre- 
quent than fractures in assault cases, but fractures 
when present are always multiple: fractures of the 
long bones of the arms or legs or of several ribs and 
very likely in association with a skull fracture. And 
they are almost always accompanied by bruises of the 
soft tissues . . . and at times by burns and internal 
injuries, probably from kicks.” The physician’s re- 
sponsibility does not end with mere treatment of the 
injuries.— Dr. Donatp S. Mier, Chicago. 
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Heart Work Tolerance 


(Ibid., Dec. 2.) THOUSANDS OF HEART PATIENTS are 
probably able to perform jobs believed too rigorous 
for them. Standard classifications to determine the 
energy expended in various tasks may err on the side 
of over-caution, for they make no distinction between 
continuous and intermittent work. But most work and 
domestic activities are intermittent. ‘By further elimi- 
nating heavy peaks with the cooperation of the em- 
ployer, many patients may undertake their previous 
jobs on return to society. It appears quite possible 
that over-caution has been the rule in regulating phys- 
ical activity."°—Dr. Epwarp E. Gorpon, director of 
physical medicine, Michael Reese Hospital, Chicago. 


Anti-Fungus 


(American Academy of Dermatology, Chicago, Dec. 10.) 
STuBBORN DERMATOMYCOSES persisting ten to 20 years 
have been relieved in a few weeks through oral treat- 
ment with griseofulvin, a new British-discovered anti- 
biotic. This systemic antifungal agent is only recently 
undergoing limited clinical trials—Dr. Harvey M. 
Buank, professor of dermatology, University of Miami 
School of Medicine. 


Protection Against X-rays 


(Ibid., Dec. 9.) A CODE IS NEEDED applying safety regu- 
lations to all sources of ionizing radiation, including 
x-ray machines and fluoroscopes. ‘We have building 
codes, why not an installation code for x-ray machines? 
We have narcotics licenses, why not a license to oper- 
ate a fluoroscope? Let me emphasize I do not think 
any state should tell a physician how and when to 
use ionizing radiations on patients. Such regulations 
should only be concerned with radiation protection.” 
— Dr. Paut M. Crosstann, Stanford University School 
of Medicine. 


Hypertension Universal 


(Symposium on H: ion, Hahnemann Medical Col- 
lege and Hospital, Philadelphia, Dec. 8.) HYPERTENSION 
does not appear to be directly related to the tensions 
of modern urban life. Recent studies in the Orient, 
Africa and the Bahamas suggest it occurs in primitive 
societies as well as more civilized ones. Blood pressures 
of African natives were found to be as high or higher 
than those of white persons, and “there may be a 
racial susceptibility of the colored peoples to elevation 
of blood pressure.”—Dr. Marvin Moser, Montefiore 
Hospital, New York. 


New Antihypertensives 


(Ibid., Dec. 10.) PRELIMINARY CLINICAL TESTING on 19 
patients with moderate to severe hypertension indi- 
cates that hydrochlorothiazide and flu-methazide may 
be valuable additions as agents to control this disease. 
Both drugs are related to chlorothiazide. Hydrochloro- 
thiazide is five to ten times more potent, and did not 
produce any disturbing side effects in the initial pa- 
tients. Flu-methazide caused less loss of potassium 
than did hydrochlorothiazide.—Dr. Morton Fucus, 
Hahnemann Medical College. 


Chorea Clue 

(Scientific Session of American Rheumatism Association, 
Rochester, Minn., Dec. 5.) RECURRENCES OF CHOREA in 
children, not accompanied by rheumatic polyarthritis 
and carditis, are closely related to preceding strepto- 
coccal infections. The latent period between the infec- 
tion and first signs of chorea can be several months 
longer than the latent period between the infection 
and rheumatic polyarthritis or carditis. Sixty children 
with past history of chorea were studied for five years 
at two Irvington House antistreptococcal prophylaxis 
clinics. No attack of chorea occurred among 41 chil- 
dren who did not have streptococcal infections. Among 
19 developing one or more streptococcal infections, 
three had recurrences of chorea.—Dr. ANGELO Ta- 
RANTA, Irvington House, N.Y., Hospital. 


Multiple Sclerosis 


(U.S. Public Health Service announcement, Washington, 
Dec. 5.) DEVELOPMENT OF NEW TECHNIQUES in neurology 
now promises to provide earlier diagnosis of multiple 
sclerosis. Until recently, average time between onset 
and diagnosis was about six years. “The multiple 
sclerosis patient today lives longer than was thought 
possible years ago. Many people with mild or even 
moderately severe cases can live normal lives and work 
regularly for years,” says a new booklet, ‘Multiple 
Sclerosis— Hope Through Research.” 


Cancer Drugs 


(Department of Health, Education and Welfare, Wash- 
ington, Dec. 15.) AT PRESENT, more than 40,000 drugs 
are being tested each year on one million mice in 
screening for effective anticancer drugs. Some chemical 
compounds have displayed encouraging results but 
"so far none of the drugs being tested has proved to 
be a cure for cancer.” —SEcRETARY OF WELFARE FLEM- 
MING. 
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Bacteria in Milk 


Q./ understand the routine milk analysis culture is 
made for E. coli only. Is any effort being made to 
discover streptococcus in milk? If not, why not? I 
suspect milk of being the mode of spread of this 
infection. 


A. The correspondent is correct in believing that milk 
is sometimes the cause of the spread of streptococcal 
infections. 

A number of epidemics have been traced unequi- 
vocally to milk that was contaminated by streptococci. 
However, these epidemics are infrequent and there is 
little evidence that streptococci transmitted through 
milk are the source of an occasional case of strepto- 
coceal infection. Therefore, it is a much more efficient 
public health measure to guard milk from contamina- 
tion and to be on the alert in this way for the occa- 
sional epidemic than it is to cuiture all samples of 
milk for streptococci. 


A Problem of Nosebleeds 


@ Ihave an 18-year-old female patient who, for the 
past four years, has had frequent (about once a week) 
nosebleeds which occur usually from the left side but 
also quite frequently from the right side. These nose- 
bleeds often occur with the menstrual periods but also 
frequently when there is no menstrual period. She 
has no other history of severe bleeding episodes any- 
where else. Hematocrit is 39; Hb, 12.8 Gm.; WBC, 
8,500 with a normal differential; platelet count, 
176,400; bleeding time, 3 minutes; coagulation 
time, 5 minutes 30 seconds. Clot retraction is normal. 
Fibrinolysin— increased moderately. Physical exam- 
mation reveals no abnormality, including an ap- 
parently normal-size spleen, liver and heart. Will 
jou please make comment on this as to diagnosis, 

treatment and prognosis ? 
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Readers are encouraged to submit inquiries to GP. 
These will be answered by authorities 


in appropriate fields of therapy and diagnosis. 


Information Please 


A. The first thing to do is to rule out a local bleeding 
area, which should be done by means of scrupulous 
examination of the nose and throat. The possibility of 
hereditary hemorrhagic telangiectasis should be kept 
in the mind, and a careful family history and observa- 
tion for various telangiectatic abnormalities should be 
made. There seems to be no disorder of the platelets 
or clotting factors. The moderate increase in fibrinoly- 
sis is unusual and should be checked since it is so 
unlikely. Treatment and prognosis depend on a 
definitive diagnosis and until this is made nothing can 
be said along these lines. 

In summary, this is either local bleeding or possibly 
bleeding from telangiectasiae. There does not seem to 
be a blood dyscrasia in this case. 


Treatment of Coronary Disease 


Q. What is the current opinion regarding the prophy- 
lactic use of anticoagulants for patients with clinical 
and electrocardwgraphic evidence of coronary disease, 
but who have not yet had myocardial infarction ? 


A. Most clinicians and cardiologists do not prescribe 
anticoagulant drugs for just “coronary disease.” If a 
patient has previously suffered an episode of coronary 
insufficiency or has a past history of coronary occlu- 
sion, and particularly if he still has an anginal syn- 
drome or if he is in “status anginosus,”’ those who are 
protagonists of anticoagulant drug therapy would 
advocate it here. 

If the patient’s clinical symptoms are mild, and he 
has not had an attack of subendocardial or transmural 
thrombosis, and if he keeps moderately active, I would 
see no need for anticoagulant drugs. 

If an “impending infarction”’ is included in the ques- 
tion, I would say there is no evidence yet that anti- 
coagulant drugs prevent a coronary episode, be it 
acute coronary insufficiency or acute coronary occlu- 
sion. The American and British authors who had 
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advised the use of the drug in the premonitory phase 
of an acute coronary occlusion have thus far not 
proved their case. This subject, however, is under 
statistical investigation, i.e., patients in the premon- 
itory phase of acute coronary occlusion are being 
given anticoagulant drugs but from every alternate 
patient these are being withheld. 


Treatment of Gonorrhea and Syphilis 


Q. I am practicing medicine in France for the U.S. 
Army. I see many cases of acute gonorrhea and pri- 
mary syphilis. Also, lam seeing an increasing num- 
ber of patients who are allergic to penicillin. What is 
the treatment of acute gonorrhea and primary 
syphilis for a patient who is allergic to penicillin ? 


' A. Chloramphenicol or a tetracycline drug is of value 
in the treatment of gonorrhea or syphilis in patients 
who are allergic to penicillin. In the treatment of 
gonorrhea, a total dose of 4 Gm. of any of the previ- 
ously mentioned antibiotics divided into eight doses 
and administered in a period of 48 hours should suf- 
fice. In the treatment of early syphilis (primary or 
secondary), a total dose of 20 Gm. of any of the afore- 
mentioned antibiotics, given in equally divided doses 
over a ten-day period, has proved to be effective. In 
order to insure the proper dosage given in the specified 
time, hospitalization is necessary. 


Adrenal Tumor 


Q. What are the best tests for adrenal tumor ? 


A. Tumors of the adrenal glands may be suspected in 
a wide variety of clinical states. Cortical adenoma or 
carcinoma produces Cushing’s syndrome, much more 
rarely primary aldosteronism or the adrenogenital 
syndrome. Medullary tumor—pheochromocytoma— 
produces a hypertensive state that may be either 
paroxysmal or sustained. Primary adrenal tumors may 
also be nonfunctioning. Finally, the adrenals are a 
common site of metastases. 

If clinical suspicion of an adrenal cortical tumor 
exists, estimation of urinary 17-ketosteroids and 17- 
hydroxycorticoids should be carried out. Whenever 
available, urinary levels of aldosterone should also be 
determined. 

When Cushing’s syndrome is due to adenoma or 
carcinoma, attempts at stimulation (with ACTH, 20U 
intravenously in eight hours) or suppression (e.g., 
with fluoroprednisolone, 0.5 mg. four times daily for 
two days) will have little or no effect on urine steroid 
levels. When this syndrome is due to hyperplasia, 
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ACTH will elevate urinary 17-hydroxycorticost«-roids 
further, and the potent (small doses) adrenal cortical 
steroids will suppress them. 

In suspected pheochromocytoma, the pharmacologic 
tests with phentolamine (Regitine) if the resting blood 
pressure is high—or histamine if the resting blood 
pressure is normal— should be done. (The manutfactur- 
ers supply information on necessary precautions and 
such sources of error as the effects of previous barbi- 
turates or antihypertensive drugs on these tests.) 
Further, in pheochromocytoma, urinary catechola- 
mine determinations are helpful. 

In these functional tumors, as well as in nonfune- 
tioning adrenal tumors, attempts may be made to 
visualize the lesion roentgenographically. Simple flat 
films may be helpful. Intravenous urograms often show 
downward displacement of the kidney by the tumor. 
If these are not conclusive, retroperitoneal pneumo- 
graphy, with introduction of oxygen by controlled 
pressure in front of the coccyx will outline the kidney 
and adrenal region (Steinbach and Smith, Arch. Surg., 
70: 161, 1955). 

Surgical exploration will be indicated by positive 
results from any of the above tests. (When operation is 
done for suspected pheochromocytoma, preparation 
should be made to control pharmacologically the 
serious alterations in blood pressure that may occur 
during anesthesia and removal of the tumor.) 


Diagnosis of Histoplasmosis 


Q. In his excellent article on ‘‘Histoplasmosis,” that 
appeared inGP for October, 1958, Dr. Furcolow made 
reference to serologic tests for the diagnosis of the dis- 
ease. What are those tests, and in what way are they 


significant ? 


A. Space precluded further discussion of the serologic 
tests. They consist of complement fixation, precipitin 
and colloidin agglutination serologic tests. The com- 
plement fixation tests have been, perhaps, the most 
widely employed, and these employ either the mycelial 
phase (histoplasmin) or the yeast phase as antigen. 
Some patients respond to one and some to both tests. 
A few patients respond to neither. 

The test is extremely important because it is positive 
only during active stages of the disease. It therefore 
furnishes an extremely important tool in diagnosis. 
Tests become positive some three to six weeks after 
infection and remain positive for variable intervals, 
depending on the severity of the pulmonary damage. 
The tests also have prognostic significance, inasmuch 
as a rising titer or a continued high titer have a bad 
prognostic significance. 
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Special Features 


Last-Minute Pointers for Your 1958 Income Tax Return 


ALLAN J. PARKER 


In 1958, Congress made some changes in the tax laws, 
particularly regarding depreciations and dividends. 
The following timely article on this subject 

was contributed by Allan J. Parker, 

a member of the New York bar. 


Wuen Concress changed the due date for federal 
income tax returns from March 15 to April 15, col- 
umnists lost their opportunity to warn of the Ides of 
March. But March or April, paying taxes is never an 
exhilarating pleasure but a necessary duty of citizen- 
ship. And the Supreme Court has frequently remarked 
that no one has a duty to pay more taxes than the 
law requires. This article may offer some last-minute 
hints to the physician who is about to settle his score 
with Uncle Sam. 

Actually, as has been pointed out before, the time 
to plan for tax savings is all during the year. After the 
whistle has blown, there’s no more effective action you 
can take for 1958. So resolve now to apply any of the 
items which seem useful to you in 1959—after talking 
with your accountant or attorney. Remember, your 
family lives on what is left after taxes, and a dollar of 
tax savings may be worth three dollars of fees. 


Automobile 


Here is where the little black book you kept in your 
glove compartment all year (Did you ?) really proves its 
worth. Deductible expenses in connection with an 
automobile used for professional purposes include not 
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merely gasoline, oil and greasing, for which you may 
have a credit card to jog your memory, but insurance, 
repairs, parking fees, towing charges, bridge and high- 
way tolls—and even the cost of the credit card itself. 

Where the same automobile is used for professional 
and personal driving, an allocation of these expenses 
must be made. Again, the best way to do this is through 
your own regularly kept records. However, in the light 
of a physician’s intermittent use of his automobile on 
short runs (including 2:00 a.m. journeys) this may 
not be feasible. Another possibility is to keep detailed 
records for one or two representative months and to 
apply the same percentage figure to the year. At worst, 
you must make a reasonable estimate based on your 
own best judgment. Remember that the Internal Rev- 
enue Service insists that driving between your home 
and your office is nondeductible commutation, but 


The expenses of attendance at local or national medical conventions 
or meetings are deductible, including hotels, transportation and 
tips. However, the cost of any side trips is not. 
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driving to patients’ homes, hospitals and medical 
meetings is professional use. 

Depreciation is another large item of automobile 
expense, separately discussed. 


Depreciation 


Congress has given the depreciation deduction ad- 
ditional attractiveness, beginning 1958. A new, extra 
first-year depreciation of 20 per cent is allowed on 
purchases up to $10,000 a year of tangible, personal 
business equipment ($20,000 if joint returns are filed). 
T'1is is in addition to regular depreciation and dis- 
regarding salvage value. Either used or new property 
is eligible for the extra 20 per cent first-year depre- 
ciation deduction if it has a useful life of six or more 
years. For example, in 1958, Dr. Brown purchased an 
x-ray machine at a cost, including installation, of 
$1,000. Equipment of this nature is given a useful life 
of about ten years by the Internal Revenue Service. 
Though Dr. Brown held the property for only one- 
third of the year, his deduction is computed as follows: 

Original Cost $1,000 

Extra Depreciation 200 

Remaining Basis $ 800 
Then using sum-of-the-year’s-digits depreciation and 
assuming salvage value of $50, 

22% x $750=$165 

33144% x $165=$ 55 

Total allowable depreciation for 1958—$255 

It may be noted that professional automobiles may 
not ordinarily qualify for this additional depreciation 
deduction as they are generally found to have a useful 
life of less than six years. 

There are some limitations on this additional de- 
preciation deduction which should be checked with 
your attorney or accountant. For example, the property 
must be purchased (not exchanged or inherited) after 
1957 from a person who is not a member of your 
immediate family. Also, this provision is elective. If 
a taxpayer prefers to spread depreciation over a longer 
period, he is entitled to do so. Dr. Jones, who com- 
pleted his residency in 1958 and borrowed money to 
equip an office, prefers to postpone depreciation de- 
ductions to what he hopes will be higher income years. 

If your office is in your home, depreciation deduc- 
tions are allowable on that portion of the home used 
for professional purposes. For example, Dr. Brown 
uses 25 per cent of his home as an office and waiting 
room. He computes depreciation as follows: 

Costs of Residence (exclusive of land) $24,000 

Portion Allowable to Professional 
Use—One-quarter 6,000 

Depreciation at 2% 120 


An office in your home, entitling you to deprecia- 
tion deductions, may be a “second” office, if you see 
a substantial number of patients there. Simply a room 
where you keep a stethoscope isn’t enough, however. 

There is a particularly attractive feature about the 
depreciation deduction with respect to a home or 
office. Although depreciation is allowed in order to 
permit a taxpayer to recover the cost of property used 
in his profession over its useful life, in terms of dollars 
in today’s inflationary times, real estate does not in 
fact depreciate with age. It is common for a building 
to be purchased in 1955 for $40,000 and sold in 1959 
for $50,000 even though five years’ depreciation has 
been deducted. Thus, to an extent, depreciation is a 
“free”’ deduction. 

In 1958 Congress made another slight change in 
depreciation of improvements and fixtures (such as 
air conditioning) made by a physician who rents his 
office. Where the lease is renewable, and the facts 
show that it is quite likely to be renewed, these im- 
provements now must be depreciated over the original 
and the renewal term of the lease. To an extent, this 
postpones depreciation deductions and consequently 
may be disadvantageous. 


Dividends 


Probably the most far-reaching change which Con- 
gress made in the tax laws in 1958 affects the physician 
as an investor rather than as a professional man. A 
physician who owns stock in a qualifying small busi- 
ness corporation (‘‘small’’ meaning not more than ten 
shareholders) may elect, together with all the other 
stockholders, to pick up on his personal income tax 
return his proportionate share of the small business 
corporations’ undistributed taxable income, even 
though the corporation does not actually distribute 
this income to its stockholders as a dividend. The 
corporation itself pays no tax on its income in this 
event. 

Not all corporations will qualify for this election, 
and not all eligible corporations will necessarily find 
it desirable to make the election. However, physicians 
who hold stock in a small corporation, particularly a 
family business, should at least consider this question 
carefully with their attorney or accountant as the 
tax-saving possibilities are enormous and far-reaching. 


Entertainment 


Don’t overlook entertainment deductions in pre- 
paring your 1958 income tax return. Such deductions 
include not merely restaurant checks and theater 
tickets for entertaining referring physicians or patients, 
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but also the additional cost of entertaining guests in 
your home, flowers for patients, gifts to employees, 
hospital attendants, nurses and patients for business 
rather than personal reasons; and an allocable portion 
of dues at a town or country club—again where it is 
clear that membership in such club has been taken out 
in substantial part for professional reasons. Again, 
records should be maintained showing the dates, 
places and events, the names of guests, the amounts 
expended and, above all, some indication of what 
professional benefits in fact resulted or were reasonably 
expected to result from such entertaining. Records of 
this nature have been made easier to maintain by the 
recent expansion of credit cards which now include 
more types of expenditures than ever. 


Contributions 


Again, a physician who itemizes his deductions may 
deduct contributions to his church or other charitable, 
educational, scientific or similar tax-exempt organiza- 
tions. Deductible contributions, however, need not be 
given in cash. The value of clothing or used equip- 
ment given, say, to a mission for use in Africa is de- 
ductible in an amount equal to the fair market value 
of the property. 

A type of contribution which increases a physician’s 
tax savings is to give appreciated securities. This is 
not necessarily limited to wealthy persons in high tax 
brackets. For a doctor in a 30 per cent tax bracket 
(taxable income of $12,000 if married), securities 
which cost $60 and are currently worth $100 may be 
given away at a net actual after-tax-cost of only $69. 
The actual net after-tax-cost of a gift of $100 cash 
would be $74. The reason for this additional benefit is 
that the unrealized gain on the securities increases 
the charitable gift but is not subject to tax. Tax 
writers like to point out that for persons in sufficiently 
high tax brackets, where the unrealized gain is large 
enough, there can actually be a cash saving on giving 
away the property as opposed to selling it. Such cases, 
however, are actually very few and far between. The 
necessary ingredients include taxable income of about 
$160,000 on a joint return and large appreciation of 
the securities from, say, $20 to $100. 

Although the value of services contributed by doc- 
tors to hospitals and medical research organizations is 
considerable, tax deductions are not allowed. Out-of- 
pocket expenses of rendering services to a charitable 
organization are deductible—such as the cost of gas 
and oil used driving your car to solicit funds for the 
new addition to your church. Even the cost of toll tele- 
Phone calls and postage incurred in connection with 
charitable work need not be overlooked. 
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Educational Expenses 


The tax laws recognize that it is as much a part of a 
physician’s professional responsibility to keep his own 
skills sharp as to keep his equipment in good repair. 
Thus, deductions are allowed under the business ex- 
pense category for the cost of professional publications, 
dues to state or national associations and the expense 
of attending refresher courses to keep informed of 
current developments. 

The expenses of attendance at local or national medi- 
cal conventions or meetings are deductible, including 
hotels, transportation and tips, but not the cost of any 
side trips. Moreover, the Internal Revenue Service in- 
sists upon knowing in the case of convention trips 
which is tail and which is dog. That is, where the 
purpose of the travel is primarily for a vacation, ex- 
penditures for travel, meals and lodging will be dis- 
allowed even though you have actually attended a 
bona fide refresher course. Only the cost of attending 
the course will be deductible under such circum- 
stances. An important factor in determining whether 
the primary purpose of the trip is for a vacation is the 
relative amount of time devoted to personal sight- 
seeing and similar activities as compared with the time 
devoted to educational pursuits. Almost inevitably, the 
expense of a doctor’s wife and children in accom- 
panying him to such conventions is nondeductible. 

Similarly, the expenses of a residency or post- 
graduate work in a university are considered to be 
capital expenditures, somewhat comparable to the 
construction of a factory which will subsequently pro- 
duce income. The doctor, however, unlike the factory 
owner, may not take depreciation deductions on the 
cost of his education over his working life. 


Pensions 


1958 may also go down as the year the Keogh- 
Jenkins bill, designed to give tax equality to pensions 
for the self-employed, passed the House of Repre- 
sentatives but failed in the Senate on a technical point 
of order. 

As a result, contributions which a physician makes 
toward his own and his family’s security in his old 
age in the form of annuities, life insurance or stock 
investments must remain nondeductible. 

A few physicians (frequently high-income special- 
ists) have had arrangements with universities or 
hospitals whereby their entire compensation, say for 
teaching, has been received in the form of an annuity 
to be paid at retirement. This arrangement results in 
no taxable income being realized by the physician— 
essentially permitting him to build retirement credits 
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tax-free. This rather narrow area of tax reduction has 
now been restricted by Congress. Now an annuity of 
this nature will not qualify for tax postponement if it 
represents essentially more than 20 per cent of the 
physician’s compensation from the charitable organi- 
zation. However, an annuity which does qualify under 
the 20 per cent rule is now exempted not only from 
current income taxes but estate taxes as well. 

The new law’s provisions with respect to electing 
small business corporations discussed above also gives 
a considerable boost to medical groups practicing as 
“unincorporated associations.” Such an organization, 
which for income tax purposes is classified as a cor- 
poration, now may adopt a tax-free pension plan for 
its members. As an electing small business corpora- 
tion, moreover, it may avoid paying any corporate 
income taxes whatever. With the AMA reaffirming the 
ethical propriety of physicians joining together to 
practice as partnerships or associations, at least for 
larger groups, pensions for the self-employed may be 
found to have entered through the back door. Ob- 
viously, this is a subject for careful consideration with 
a qualified tax adviser. 


Premiums for fire, liability and extended coverage 
insurance on an office, or on a home to the extent that 
it is partially used as an office, are deductible. Mal- 
practice and business-connected workmens’ compensa- 
tion insurance premiums are deductible in full. 
Deductions are not allowed for disability insurance to 
the extent that it provides for continued earnings for 
a physician who is disabled. However, the cost of 
insurance which repays medical expenses for accident 
or. sickness may be deducted (as a medical expense), 
as may the cost of special policies which take care of 
a professional man’s office overhead while he is dis- 
abled (as a business expense). 

Not everything on this check list admittedly applies 
to every taxpayer. For physicians, as well as other 
businessmen, there is no substitute for maintaining 
accurate, complete and up-to-date records of financial 
transactions. Only with these, together with whatever 
help is necessary from your attorney or accountant, 
can you be sure that you are staying out of trouble by 
paying your fair share of taxes, but no more. 


WHAT OTHERS ARE SAYING... 


THE TERM “medical care” is very misleading. It has caused much unfavorable publicity and 
needless harassment to the medical profession. The latest quarterly index of consumer prices 
is a sample. Month after month, ‘medical care” has the highest price index of all essential 
items and services, being 137.9, compared to the total consumer index of 120.2. These total 
indexes have been increasing each month. An analysis of this report shows that when hos- 
pitalization expenses and prepayment premiums are removed from the listing, the rest of the 
medical care is almost exactly the same as that for miscellaneous goods and services. 

The August 10, 1957 issue of the Saturday Evening Post contains an article, “Don’t Let 
Medical Bills Bankrupt You.” In red type is the following paragraph: 

Each year millions of families are hit by unexpected, ruinous expense of major illness. 
Here is one way to avoid this financial catastrophe.” 

There is a very understanding article based upon a survey conducted by the Health In- 
formation Foundation which outlines a few catastrophic cases where the medical services 
and the hospital services were long—prolonged even up to almost ten years in one case. In sev- 
eral of those reports, the author listed hospital services that ran into thousands of dollars 
and stated that “medical services costs were not obtained”—individual items quoted were 
almost exclusively hospital costs rather than medical costs. It has become quite popular to 
refer to everything that is unusually expensive as “medical costs,” when actually the major- 
ity of those expenses—or a great proportion of them at least—are hospital charges extending 
over long periods of time and amounting to impressive sums. 

The viciousness of this propaganda is evidenced by a series of letters which appeared in 
the Saturday Evening Post for September 7, every one of which referred to this article in the 
August 10 issue and immediately advocated socialized medicine, with the government tak- 
ing over the whole costs. All failed to appreciate the fact that there is a difference between 
medical costs and hospital costs. Unfortunately, everybody has used the words “medical 
costs” to cover all health services. 

Let us adopt the term “health costs.”—The Journal of the Michigan State Medical Society, 
November, 1957, Vol. 56, No. 11, p. 1,461. 
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TRENDS 
IN GENERAL PRACTICE 


CHARLES E. NYBERG 


Assistant Director 
American Academy of General Practice 


In July, the Academy conducted a comprehensive survey 
to determine what type of practice physicians 

graduated since 1940 are currently engaged in. 

Here are the results of that study.— PUBLISHER. 


Is THERE A SHORTAGE of physicians, particularly gen- 
eral practitioners, or does the country simply face a 


maldistribution problem? Are too many graduates 


Table 1. 


since 1945 entering specialty practice and thereby 
creating a shortage of general practitioners? There are 
no widely accepted criteria to measure the proper 
ratios.of physicians to populations and of specialists 
to general practitioners. We do know that many com- 
munities are seeking physicians and that the demand 
for general practitioners is much greater than the 
supply. 

In an effort to obtain data on the type of practice 
(limited specialty or general) engaged in by physicians 
graduated since 1940, the Academy made a compre- 
hensive survey in July, 1958. A letter and question- 
naire were mailed to every fourth physician under 45 
years of age. This survey was made possible by a grant 
from Mead Johnson & Company. 

Although we originally intended to reach only the 
physicians graduated in 1945 or later, the addresso- 
graph plates were not tabbed for automatic sorting by 
year of graduation but were tabbed for age groups. It 
was necessary from a cost standpoint to address every 
fourth physician under 45 years of age rather than 
every fourth physician graduated since 1944. This, of 
course, resulted in including physicians from the 1940 
classes and later. The data therefore enable us to cover 
the years 1940 through 1954, a 15-year span. We also 
have data on the 1955, 1956, 1957 and 1958 classes but 
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United States schools. The total response amounts to 
about 10,000 replies or about 40 per cent of the sample, 
U.S. GRADUATES—SPECIALTY OR GENERAL PRACTICE The breakdown by years and type of practice is shown 
in Table 1. 


Total Full-Time Specialty General Practice 
Year of Report- or in or in General 
Graduation ing Specialty Residency Practice Residency ——— 


On the basis of the data shown in Table 1, approxi- 
Number Per Cent Number Per Cent mately 87 per cent of the U.S. medical school gradu- 
ates from 1940 through 1954 are in private practice; 6 
per cent are in military service or other governmental 
employment; another 2 per cent are in nongovern- 
123 mental, full-time administrative work and the remain- 
252 ing 5 per cent are in residency training. 

184 Starting in 1952, there is a gradual decrease in the 
number in private practice. This, of course, is due toa 
number of physicians completing military service or 
residency training. 


112 40 
33 


Full-Time Specialty and General Practice 


Table 2 shows the distribution of the responding 
520 physicians by specialty and general practice. Included 
with general practice are those who claimed special 
attention to one clinical field with general practice. 

Of the total 6,564 U.S. graduates for the years 1940 
through 1954, 60 per cent are full-time specialists or 
in specialty residencies, and 40 per cent are in general 
practice or residencies preparing for general practice. 
The percentage of U.S. graduates in general practice 
varies from 30 per cent of the 1946 graduates to 51 per 
cent of the 1953 graduates. Note that this is for gradu- 
ates of U.S. schools only. Later reports will include 
data on graduates of foreign schools, These ratios have 
been plotted in Figure 1. 

The ratio of specialists to general practitioners shown 
PR eee on the chart are in agreement with what is generally 

assumed. At the end of World War II, there was a 

se ee Se great increase in the number of new graduates taking 
1954 99 1 specialty residency training. A number of factors con- 
1955 98 2 tributed to this increase. The young physicians knew 
1956 96 4 that specialists usually obtained higher rank and more 
rapid advancement in military service. The specialists 
usually received better assignments of duty. Some new 
specialties, such as anesthesiology, which had been 
unable to develop during the war years, now expanded 
since over half of the members of the first three classes _ rapidly. 
are in military service or residencies and the members It is interesting to note that from 1947 through 1953, 
of the 1958 class are in internships, the data will not _ there was a gradual decrease in the number of gradu- 
be included in this report. ates entering a specialty and an increase in the number 

The questionnaire was mailed July 15 to approxi- _ going into general practice. Although we do not kno» 
mately 25,000 physicians under 45 years of age, and by what factors are responsible for this change in selectio.. 
August 30, a total of 6,564 replies had been received during these years, we do know that there was an in- 
from the 1940 through the 1954 graduating classes of crease in interest in general practice immediately 


544 
433 


Totals 6,564 


RECENT GRADUATES IN RESIDENCY TRAINING 


Table 3. 
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U. S. GRADUATES—IN GENERAL PRACTICE 
OR IN RESIDENCY TRAINING FOR GENERAL PRACTICE 


Year of Total Completed Some Residency Training 


Graduation Reporting Specialty General Practice No Residency Training 


Number Per Cent Number Per Cent Number 


Per Cent 


20 


U. S| GRADUATES—FULL-TIME SPECIALTY OR GENERAL PRACTICE 
Per cent of total by years (1940 through 1954) based upon replies from 7 per cent of total graduates 


Specialty Practice 


1940 1941 1942 1943 1944 1945 1946 1947 1948 1949 1950 1951 1952 
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following World War II (the American Academy of 
General Practice was formed in 1947). Many of the 
medical students in this period were veterans of the 
war and were entering school at an older age than 
usual. A large percentage were married and raising a 
family before graduation and therefore did not want 
to postpone entering practice to take a long specialty 
residency. There were many opportunities for a young 
physician to start practice after an internship. 

Starting with 1954 graduates, there appears to be a 
reversal of the trend toward more graduates entering 
general practice. Many of the 1954 and later graduates 
are not settled in a practice but are completing military 
service and residency training. It is obvious that a 
much larger per cent is taking residency training in a 
specialty than in general practice. However, some of 
those in specialty residencies will enter general prac- 
tice. How many is unknown, of course, but if the ex- 
perience from 1940 through 1950 continues, about 40 
per cent will enter general practice. More general prac- 
tice residencies offering high quality teaching may alter 
the situation. 

Of the 1954 through 1956 graduates in residency 
training, we obtained the results shown in Table 3. 

This may be too short a time to indicate a trend, but 
for those three classes the percentage of physicians in 
a general practice residency has increased from 1 per 
cent to 4 per cent. 

We received replies from 580 members of the 1958 
class who were just starting their internships. Sixty per 


cent indicated they plan to specialize; 40 per ceit did 
not. This would indicate little change in the distribution 
of physicians in the immediate future over the past 15 
years. As shown in Table 2, 60 per cent of the gradu- 
ates from 1940 through 1954 are in specialty practice 
and 40 per cent in general practice. 

It would seem safe to predict that with continued 
improvement in the quality and quantity of general 
practice residencies, the proportion of each graduating 
class selecting general practice may well increase. 


Preparation for General Practice 


Additional information on graduate training was ob- 
tained from 2,584 physicians in general practice. The 
number of respondents for each class from 1940 
through 1954 is shown in Table 4. 

As indicated, approximately 62 per cent of the mem- 
bers of the 1940 through 1954 graduating classes who 
are in general practice had some residency training; 
38 per cent did not. Forty-one per cent reported resi- 
dency training in a specialty, and 21 per cent in gen- 
eral practice. Interest in general practice residencies 
appears to be lowest for the 1950 and 1951 classes. A 
gradual increase is noted after 1951. This conforms to 
comments above about young physicians, for various 
reasons, entering practice immediately after internship 
or completion of military service. Over 50 per cent of 
the 1951 and 1952 graduates in general practice did 
not complete residency training. 


Studying 
the Family Doctor’s 
Practice 


ABOUT FOUR out of five Americans have a family physician to whom they turn regularly when 
they are sick. This fact is stressed in a study recently made by the National Opinion Re- 
search Center in cooperation with the Health Information Foundation. 

The surveyors found that more than four-fifths of the family doctors maintain their offices 
away from their homes. Nearly seven-eighths of them employ one or more non-M.D. assist- 


ants. About half of those who have aides employ only one or less, full or part-time. 

Most of the doctors’ aides provide secretarial and clerical help; however, a considerable 
number are registered nurses. Auxiliary help is utilized most by the doctors under 40, those 
with incomes of $20,000 or more and those belonging either to the American Academy of 
General Practice or to a specialty society. 

Home and office calls comprise the greatest part of the typical family doctor’s workday. 
Over 40 per cent spend seven hours or more each day on their home and office calls. With 
hospital visits added, the median workweek of these physicians is an estimated 60 hours. 

In every group of 14 doctors, 13 make house calls. Four out of five are generally available 
at night and Sundays for emergency house calls. 

Family doctors reported an average of about 26 patients a day, most of them office visitors. 
However, higher patient-loads were often reported. Seventeen per cent of all doctors see more 
than 40 patients a day, and 36 per cent see more than 30. Only 18 per cent see 15 or fewer 


patients. 
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[7 Is UNFORTUNATE that the cancer education of the lay 

ublic, and even of physicians, continues to be focused 
on the ‘Seven Danger Signals of Cancer.” The empha- 
sis today should be on the importance of thorough 
physical and laboratory examinations, at least annual- 
ly, for every man, woman and child, long before any 
of these seven signals have appeared. It is generally 
agreed that thorough, periodic examinations can 
routinely uncover early, presymptomatic malignancy 
at a stage when there is a greatly increased opportun- 
ity for cure. 

It has been estimated that 50 per cent of our total 
cancer problem can be controlled by means of direct 
examination of accessible sites, possible under existing 
methods of diagnosis. Even in the case of serious 
visceral cancers, it has been reported that if diagnosis 
were undertaken on a large scale in the asymptomatic 
stage, using the current methods of therapy, the cure 
rate could be increased by an additional 16 per cent. 
When neoplasms involving inaccessible sites are sus- 
pected, it should be routine practice to refer these 
patients, particularly those in the older age groups, 
to hospitals or other cancer detection centers and 
registries for thorough physical examinations with 
the most modern laboratory equipment and tech- 
niques available. 

The importance of the role of the interested and 
alert physician in such a program of prevention and 
detection cannot be over-emphasized. He can make 
possible the early diagnosis of cancer or of a pre- 
cancerous lesion. 


Deaths from Cancer 


In 1956, cancer was the second leading cause of 
death in the United States, with a known total of 
245,070 or 16 per cent of deaths from all causes. These 
deaths were recorded as shown in Table 1. 


Progress in the Control of Cancer 


Cancer research, vigilance in the early recognition 
and detection of neoplasms and follow-up of cancer 
patients have produced more encouraging results than 
a cursory review of statistics might indicate. Within 
the past 20 years, there has been a vast amount of new 
knowledge accumulated concerning all types of can- 
cer. New techniques have been devised and new in- 
struments designed. Research in diagnostic methods 
and in therapy has produced promising leads. Scien- 
tific and professional groups with specialized training 
and new facilities are better prepared to serve the 
cancer patient. Broad public information and educa- 
tional programs have resulted in a better-informed 
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Table 1. 


Neoplasms in Medical Practice 


This is the fourth of a series of articles dealing 

with various aspects of morlidity in the United States. 
The articles, prepared by the GP editorial s‘aff, 

are based on statistics from the National Disease 

and Therapeutic Index, provided by Taylor, Harkins 
and Lea, Inc., Philadelphia, consultants in epidemiologic 
and medical marketing research 

to the pharmaceutical industry.— PUBLISHER 


DEATHS FROM CANCER 


Total Deaths Per Cent of Total. 


Each Type Cancer Deaths 
Cancers of Digestive Organs and 
Peritoneum, Including Stomach, 
Small and Large Intestines, Liver 
and Biliary Passages, Rectum, 
Pancreas and Esophagus 86,540 35.3 
Cancers of Genital Organs 37,220 15.2 i, ’ 
Cancers of Respiratory System, In- : 
eluding Lungs, Bronchus and 
Trachea 32,220 13.1 
Cancer of Breast 22,280 9.1 
Cancers of Urinary Organs 11,690 4.8 
Leukemia and Aleukemia 11,310 4.6 
Lymphosarcoma and Other Neo- 
plasms of Lymphatic and Hema- 
topoietic Tissues 11,090 4.5 
Cancers of Buccal Cavity and Phar- 
ynx, Including Tongue, Salivary : 
Glands, Lip, ete. 5,590 2.3 is 
Sub Total 217,940 88.9 
Au Orners 27,130 11.1 
Total 245,070 100.0 
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CANCER INCIDENCE ACCORDING TO SITE 


public, and the diagnosis of cancer no longer looms 
as a death sentence. 

The National Cancer Institute is setting up projects 
to develop the application of the cytologic test (Papa- 
nicolaou method) for the diagnosis of cancer of the lung, 
gastrointestinal tract, prostate and bladder. By the 
extensive application of this technique, it is hoped to 
detect cancer even earlier than heretofore and thus 
increase the cure rate. 


Estimated Annual Incidence of New 
Cases of Cancer 


Male Female 


Site of Origin 


‘Breast 


52,000 
24,000 


: Luuig.and Bronchus 


Stomach 


Prostate 


Large Fatestine 
Urinary Organs 
Buccal Cavity and Pharynx 


Rectum 


Corpus Uteri 
Lymphomas 


‘Liver and Biliary Passages 


Pancreas 


Leukemia and Aleakemia 


Brain and Nervous System 
All Other Sites - 


6,000 
6,000 
4,000 
17,500 


Total 228,000 


Reported Incidence of Cancer 


In 1955 there was an estimated annual incideuce of 
466,000 new cases of cancer in the United States, ac- 
cording to the sites of origin as shown in Table 2. 

-It is estimated that approximately 33 per cent of all 
cancer patients can be cured, i.e., be apparently free 
of the disease five years after treatment. The most en- 
couraging percentages are reported for the most ac- 


NEOPLASMS AS REPORTED FROM VARIOUS REGGIO 


Middle Atlantie® 


New England 


Maine 

New Hampshire 
Vermont 
Massachusetts 


and Allergist 12 


_Proctologist 3 


41 44 10 179 


Totals 


Percents 49 84 68 21.2 


*MAL=Malignant *BEN=Benign *UNS = Unspecified 
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cessible areas: skin, 90 per cent; lip, larynx, mouth, 
30 to 70 per cent; breast, cervix and uterus, 30 to 40 


per cent; colon and rectum, 30 to 35 per cent; kidney 
and bladder, 20 to 35 per cent; melanoma, 25 per cent; 
stomach, 5 to 14 per cent, and prostate and lung, each 
5 per cent. The neoplasms with the poorest five-year 
cure rate are those of the pancreas, biliary and urinary 
tracts, Hodgkin’s disease and leukemia. 

The Cancer Detection Center at the University of 


Minnesota, in the first nine years of its operation, per- 
formed a total of 25,158 examinations or re-examin- 
ations on 8,229 patients. Patients were restricted to 
those in the asymptomatic stage, 45 years of age and 
over for women and 50 years and over for men. The 
average number of examinations per patient was three. 

There were 225 histologically proved cancers found, 
with an incidence of precancerous lesions of 55.6 per 
cent. In addition, 119 cancers were diagnosed by the 


ME UNITED STATES (MALIGNANT, BENIGN AND UNSPECIFIED) 
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MALIGNANT NEOFLASMS AS REPORTED BY SITE, SEX OF PATIENT AND TYPE OF PRACTICE OF REPORTING Do<ToR 


General 
Practi- 
ttoner 


Spe- 
cialist 


Inter- 
nist 


Ob-Gyn, 
Ob and 


Gyn 


Derma- 
and Proctol:- ‘Totali 
Allergist gist 


M 


Buccal Cavity and 
Pharynx 


Digestive Organs and 
Peritoneum _ 


Respiratory System 
Breast 

Genitourinary 

Kidney, Bladder, Other 
Urinary Organs 
Leukemia and Aleukemia 


Lymphosarcoma and 
Reticulosarcoma Multiple 
Myeloma (Plasmocytoma) 
Mycosis Fungoides 


Melanoma of Skin 


M 


M F M 


Male *P= Female 


Table 4. 


patients’ family physicians. The importance of annual 
complete examinations of a detailed, cancer-searching 
type is emphasized by the discovery of 52.8 per cent 


of the cancers found on re-examinations. 


There were 4,279 conditions classified as precancer- 
ous, a large number of benign tumors and many other 


conditions requiring further medical attention. 


Careful analysis of patients’ histories showed that 
37 per cent of those with visceral cancer actually had 
minor but related symptoms; the survival rate was 
53.2 per cent. For visceral cancers only, the group 
completely asymptomatic at the time of diagnosis had 
a survival rate of 76.9 per cent. Thus, the over-all sur- 
vival rate for the Minnesota group completely asymp- 


tomatic at time of enrollment was 68 per cent. 


170 


The percentages of survivals for patients with gastro- 
intestinal tract lesions in the asymptomatic group 
were: stomach, 44 per cent; colon, 85 per cent; and 
rectum, 81 per cent, as compared with symptomatic 
survivals for the same organs of 12, 20 and 33 per cent, 
respectively. Thus the cancer-searching technique of 
the Minnesota group resulted in a threefold increase 
in survival of asymptomatic patients as compared with 
the symptomatic group. 

The Central Cancer Registry of Connecticut re- 
ported an increase in the over-all survival rate of 
75,000 cancer patients of from 29 per cent for women 
and ‘19 per cent for men from 1935 to 1940, to 38 and 
25 per cent respectively from 1947 to 1951, or increases 
in survival rates of 9 and 6 per cent, respectively. 
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GMASMS—MALIGNANT, BENIGN AND UNSPECIFIED BY AREA POPULATION 
TYRE OF PRACTICE OF REPORTING DOCTOR 
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Totals 129 76.18 73 45 5 109 68 21 45 4410 59 4422 106 6015 156 7019 74 5920 91 58 19 
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*B—Benign *U—Unspecified 


Table 5. 


The Connecticut Department of Health shows a 
fve-year survival rate, as related to progress of the 
disease, as follows: In 1935, for localized cancer, 31 
per cent had a five-year survival rate as compared with 
18 per cent when there was regional involvement and 
only 1.6 per cent for patients with metastases. Be- 
tween 1935 and 1943, patients with localized cancer 
showed a five-year survival rate of 42 per cent, where- 
as patients with regional involvement or remote metas- 
tases showed no such improvement. Here again is a 
gratifying increase in survival rate of 11 per cent for 
localized cancer. 

The Ontario Cancer Treatment and Research 
Foundation reports 6,290 examinations of biopsy ma- 
terial sent in by physicians in 1951, as compared with 
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20,190 in 1956. In 1956, 3,179 microscopic diagnoses 
of cancer were made; 417 new cancer patients were 
admitted, and 332 received irradiation therapy. The 
records show a 99.9 per cent five-year follow-up of 
patients. 

Excluding only those with rapidly curable cancer 
of the skin, but includmg patients with all other 
types of cancer, recurrent as well as primary, 28 
per cent of those seen by the clinic between 1935 
and 1951 lived five years. The survival rate for cancer 
of the cervix has risen from 30 to 53 per cent in the 
same period; for cancer of the breast, from 32 to 55 
per cent; for cancer of the rectum, from 15 to 41 per 
cent, and for cancer of the intrinsic larynx, from 20 
to 54 per cent. 
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AMD UNSPECIFIED NEOPLASMS AS REPORTED SITE AND TYPE OF re ActicE oF 
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Ob and Peis tologisf wind 

titioner nist’ Gyn EENT Urologist — Allergist ogists pe 


Breast “6 2 4 
Uterine Fibromy oma 24 8 
Uterus 15 3 pa 12. 
Ovary : 18 3 4 
Other Female Genital Organs : eg 1 6 ee 1 
Male Genital Organs 1 
Kidnéy and Ocher Urinary 

Organs 1 ~ _ 
Melanoma of Skin 17 § 1 | 
Other Benign Neoplasms of Skin 4 _ 2 i a | 
Brain and Other Parts of 

Nervous System : 2 2 3 
Exdocrine Glands ~ - 
Bone and Cartilage 1 1 —_ _ 4 _ 
Muscular and Con. Tissue 2 ~ 
Hemangioma and Lymphangioma il 1 _ 3 11 2 
Other and 

Organs and Tissues 3 3 3 
Unspecirmp Nature 
Digestive Organs 2 1 
Respiratory Organs 2 4 2 ~ 
Breast 2 2 13 1 
Female Genital Organs 2 2 
Other Genitourinary Organs 1 2 6 
Brain and Other Parts of oS 

Nervous System 5 7 1 
Skin and Musculoskeletal System 7 bs 8 


Other and Unspecified Organs 3 — 3. 
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NDTI Program at the Clinical Level 


The importance of the clinical aspects of cancer de- 
jection is evident from National Disease and Thera- 
peutic Index figures reported by its 1,000-physician 
panel from January to May 1958, inclusive. The find- 
ings cover 3,336 doctor days of practice and 54,536 
patient visits. 

Of the total of 842 malignant neoplasms, 371 were 
reported for males, 452 for females and 19 for patients 
whose sex was not specified by the reporting doctors. 

Of the 524 benign neoplasms, 117 were for males, 
$98 for females and the sex was unspecified for nine. 

Of the 149 neoplasms unspecified as to type, 55 
were for males, 87 for females and the sex was not re- 
ported for seven. 

Table 3 shows neoplasms of malignant, benign and 
unspecified type reported by the physician panel for 
the various sections of the country. It will be noted 
that of the total of 842 malignant neoplasms, about 
30 per cent were reported by the general practitioner, 
alittle more than 25 per cent by surgeons, about 10 
per cent by various part-time specialists and 35 per 
cent by all full-time specialists combined. 


SHEOPLASMS BY AGE OF PATIENT AND TYPE OF PRACTICE OF REPORTING DOCTOR 


Cancer Morbidity According to Sex 


Table 4 shows the sites of the malignant neoplasms 
for males and females, as reported by general practi- 
tioners, full-time and part-time specialists during the 
five-month survey. 

As will be seen in Table 4, males showed a higher 
incidence of cancer of the digestive organs and peri- 
toneum, respiratory system, kidney, bladder and other 
urinary organs than did females. Of the total of 371 
malignancies for men, 30.5 per cent were reported for 
the digestive organs and peritoneum, as opposed to 
18 per cent of the total of 452 female malignancies. 
However, females, with 71 more malignancies re- 
ported, had a higher incidence of melanoma of the 
skin and neoplasms of genitourinary organs and, as 
would be expected, of the breast. 

Table 6, showing benign and unspecified neoplasms, 
presents a picture of some of those patients who re- 
quire careful observation and re-examinations at regu- 
lar intervals to detect potentially precancerous con- 
ditions. 

It should be remembered that differentiation be- 
tween malignant and benign neoplasms is based on the 
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Ob-Gyn, Ob and Gyn 4 21 
BENT 
Pediatrician 


Dermatologist 
anc Allergist 


52 59 61 
22 
47 


13 


77 20 2 
+2 26 10 


65 39 13 nes 


8 8.8 


27 32 12 ed 


ge ee 


19 li 4 


art 
ecta 
EE! 

Sang 

ed, | 

Ot 
5 6 5 9 2 2 

- | 2 7 6 18 17 5 —_ 
13 3 9 8 9 ll 2 
BProctologist 3 3 6 4 4 2 
| te Totals 53 47 126 187 259 221 284 211 69 ae aw 

Table 7a, 
- wy 
4 GP February 1959 i73 


NEOPLASMS BY SEX OF PATIENT 
AND TYPE OF PRACTICE Of REPORTING DOCTOR 


Malignant Benign Unspecified 

General Practitioner i109 136 41 104 14 «#119 #9423 
Part-time Specialist 35 ae AD 8S 10 147 
Surgeon 91 114 28 88 16 26 363 
Internist 56 82 il 182 
Op-Gyn, Ob and Gyn 36 2 — 4 134 
EENT 6 6 5 8-4 7 36 
Pediatrician 3 4 3 43 2 Res 
Dermatologist 
and Allergist is 72 
Proctologist 12 | 31 

Total 368 446 116 396 54 83 1,463 
*“M—Male *F—Female 
Table 7b. 


present state of our knowledge and, in some respects, 
is arbitrary. 

Depending upon the characteristics of the disease, 
some types of tumors display an individuality of be- 
havior, and decision as to whether a given neoplasm 
should be designated malignant or benign may change 
as diagnostic techniques are improved and greater 
knowledge is accumulated. The number of diagnosed 
cases of cancer depends, too, upon the skill and train- 
ing of the examining physician, the meticulous use 


of available diagnostic techniques and facilities and 


his willingness to insist upon referral to a hospital 
or central registry for more extensive examinations 
when indicated. 

At this point, it is fairly certain that the number of 
persons with diagnosed cancer, at least cancer in the 
asymptomatic stage, is fewer than the actual number 
with cancer. 
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Neoplasms According to Population Areas 


An analysis of the report of all neoplasms according 
to population areas (Table 5) provides an intcresting 
corollary to the activities of the physicians within each, 

Of the 842 malignant neoplasms reported, the 
greatest number (156 or 19 per cent) were reported 
in cities of 100,000 to 499,999; with 129 (15 per cent) 
reported from cities under 5,000; 109 (about 13 per 
cent) were in areas of 10,000 to 19,999; and 91 (about 
11 per cent) in cities of one million and over. It would 
seem, therefore, that clinicians in all population areas 
are exercising a more or less comparable degree of 
watchfulness and are diagnosing malignancies at about 
the same incidence level, proportionate with size of 
city or area involved. 

Cancer incidence data from Connecticut, Iowa and 
New York (exclusive of New York City) show higher 
incidence rates of leukemia and cancer of buccal cavity 
and pharynx, digestive and respiratory systems, 
breast, male and female genital organs, urinary organs, 
skin, for urban than for rural areas for each site named. 
Cancers of the respiratory system are most marked in 
this respect. 

Among white persons in the South and West, ‘nost 
of the higher incidence of cancer is attributed to the 
skin (28 per cent of newly diagnosed cases among 
white persons living in the South as compared with 
20 per cent for the West and 10 per cent for the 
North). The higher incidence of cancer, exclusive of 
skin cancer, in the West as compared with the South, @ 
apparently is due to the greater frequency of malignant 
neoplasms of the digestive system among both males 
and females and of breast cancer for females. 

When analyzing these data, a number of factors 
must be considered, For example, in a previous article, 
we referred to population migrations that have carried 
people from parts of the East to some of the western 
states; from the South to the North and to the West, 
etc. Tables were given showing not only the great in- 
crease in total population, but more pertinent to the 
cancer problem, the steady increase in all of the older 
age groups. 


Cancers and the Aging Population 


Cancer should be recognized as a foremost problem 
in geriatric medicine. Tables 7A and 7B corroborate 
the recent findings that aging is an important factor 
in the continued high incidence of cancer morbidity, 
and of potentially cancerous or precancerous condi- 
tions. However, aging of separate organs and (issues 
is not uniform and it is difficult to assess the relation- 
ship between chronologic and physiologic age. Inci- 
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Y DIAGNOSED CASES OF MALIGNANT NEPOLASMS* BY HISTCLOGIC TYPE AND BY AGE OF PATIENT 
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and Over 
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5 3 4 51 63 79 369 
locytic Leukemia 13 46 60 67 3.314 
skin's Disease 1 54 63 Bl 25 9 
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Tissues 23 7 1 6. 39 27 14 3 — 300 
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on 9 7 5 50 42 60 17 2 — 
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land Type — _ 1 8 7 $2 45 48 31 19 2 2 195 
wars of Connective Tissue 6 32 31 28 13 5 
con (not otherwise 
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tt of Neural Tissue and 
soGiated Structures 3 11 4a 16 26 12 
nuphoma 4 3 2 6 18 35 36 39 9 
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dence curves, even for cancers of different types for 
the same organ or tissue, as well as of different parts 
of the body, may show striking dissimilarities. 


FER CENT OF DIAGNOSES COMCOMITANYLY REPORTED 


WITH A NEOPLASM DIAGNOSIS, BY 18 CAUSES GF 
MORBIDITY 


Cause of Morbidity 


Per Cont of Diagnases 


Infective and Parasitic Diseases 


Other Neoplasms 
Allergic, Endocrine, Metabolic and Nutri- 


tional 


Diseases of the Blood and Blood-forming 
Organs 


Mental, Psychoneurotic and Personality Dis- 
orders 


Diseases of the Nervous System and Sense 
Organs 


Diseases of the Circulatory System 
Liseases of the Respiratory System 
Diseases of the Digestive System 
Diseases of the Genitourinary System 
Diseases of the Skin and Cellular Tissue 
Deliveries and Complications 


Diseases of the Bones and Organs of Move- 
ment 


Congenital Malformations 
Certain Diseases of Early Infancy 


Symptoms, Senility and [l-defined Condi- 


tions 
Accidents, Poisoning and Violence 


Special Conditions Without Sickness, Exami- 


nations, Inoculations and impairments 


All Causes 


Number of diagnoses—3 months NDTI 


The leukemias, tumors of neural tissue and :ssoci- 
ated structures and of the embryonal and mixed tissue, 
account for the most frequently reported types of ma- 
lignancy in the age groups 0 to 19 years of age. (f the 
total of 600 malignancies in these age groups, the per- 
centage rates are as follows: all leukemias, 152 (25.3 
per cent); tumors of neural tissue and associated 
structures, 69 (11.5 per cent) and embryonal and 
mixed tissue, 47 (7.8 per cent). 

The incidence of adenocarcinoma doubles between 
age groups 15 to 19 and 20 to 24 with a sharp increase 
shown at 25 to 34 up to 55 to 64. The twofold increase 
or better is also reported at 20 to 24 for eight other 
histologic types. 

Table 8 also shows that there is a sharp increase in 
malignant neoplasms in the four age groups, 25 to 64 
inclusive, representing 66 per cent of the total 29,260 
reported. If the next group, 75 to 84, is included, then 
87+ per cent of all malignant neoplasms are diagnosed 
in the five age groups from 25 to 84 inclusive. 

Adenocarcinoma shows the highest incidence of all 
histologic types, (10,116 cases or 35 per cent) and is re- 
ported most frequently for the 55 to 64 age group. The 
diagnosis in second place, epithelial carcinoma (not 
elsewhere classified), was 5,930, followed closely by 
squamous cell carcinoma, 5,640. representing 20 and 
19 per cent, respectively, of the total histologic types, 
and having the highest incidence in the 55 to 64 age 
group. 

Thus it will be seen that the diagnoses of most of the 
histologic types of malignancies appear to be in the 
age group 55 to 64. Of the 29,260 cases of malignant 
neoplasms for all ages, the group 55 to 64 represents 
28.4 per cent of the total, and 16 of the 24 histologic 
types reported. 

However, it is quite possible that this picture would 
change considerably if early detection and diagnosis 
and x-ray, microscopic and other laboratory substanti- 
ation were in more widespread use. 


Summary 


Progress in cancer research and the results of vig- 
ilance in the early detection of neoplasms have been 
far more encouraging than a mere review of statistics 
might indicate. It is important to view such statistics 
against a background not only of a greatly increased 
and increasing population, but more important, against 
a very marked increase in the geriatric population. 

In 1798, the Medical Committee of the Society for 
Investigating the Nature and Cure of Cancer (London) 
formulated 13 questions and appended comments, 
primarily clinical, for study. Cancer research has pro- 
vided the answers to some and is approaching the 
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answers to others. The following are the most in- 
triguing : 

Does an alteration in the structure of a part take place, 
preceding that more obvious change which is called can- 
cer; and if there be an alteration, what is its nature? 
Does any disposition to cancer in any part take place 
previously to any physical alteration or change in struc- 
ture in the part? Or are there any symptoms, local or 
constitutional, which denote that cancer is about to be 
formed ? Then we may consider how the first alteration in 
the structure of a part disposed to become cancerous is to 
be distinguished from the structure of a part perfectly 
sound and healthy, or from the structure of parts disposed 
to other diseases . . . 


"Is cancer always an original and primary disease; or 
may other diseases degenerate into cancer? 


“Is there any well-marked relation between cancer and 
other diseases (acknowledged not to be cancerous)? If 
there be, what are those diseases to which it bears the near- 
est resemblance in tts origin, progress and termination ? 


“May cancer be regarded at any period, or under any 
circumstances, merely as a local disease? Or does the 
existence of cancer in one part afford a presumption that 
there is a tendency to a similar morbid alteration in other 
parts of the animal system ? 


“Is there any particular temperament of body more liable 
to be affected with cancer than another ? If there be, what is 
the nature of that temperament? The word temperament 
is here meant to signify any native or acquired habit of 
body which may dispose to or reflect the influence of cancer.” 


Much greater progress in the control of cancer. as 
well as of other diseases, can be made if more and more 
people are encouraged to seek annual “health main- 
tenance check-ups.” If public education emphasizes the 
annual thorough physical examination, rather than 
cancer detection per se, a far greater number of people 
are likely to be induced to seek such preventive meas- 
ures, even when in apparent good health and with no 
specific complaints except the specter presented by 
the aging process itself. 

A report from a Cancer Detection Clinic in New 
York reports 20 proved cases of cancer in persons who 
were in apparently excellent health. There were 693 
precancerous lesions as follows: leukoplakia of the 
mouth, vulva, cervix or vagina; polyps of the rectum, 
cervix or vocal cords; melanomas and pigmented 
moles; intraductal papilloma, chronic mastitis and 
chronic endocervicitis and cervical erosions. There 
were 455 benign tumors reported, including lipomata, 
adenoma of the thyroid or breast, myoma of the uterus, 
ovarian cysts, chondroma and osteoma. Although the 
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DISEASES DISCOVERED IN YEARLY CHECK.UFS 


Estimated Prevalence 


Disease or Condition (Number of Gases) 


and Rheumatism 10,104,000 
Heart Disease 9,000,000 to 10,000,000 


Epilepsy 500,000 to 1,500,000 


Diabetes : 
Known Cases 1,000,000 


Unknown Cases 1,000,000 . 


Disabling Chronic Disease or Impairment 
(Long term—over three months) 5,300,000 


Venereal Ditcases (Reported 1954) $85,793 
Tuberculosis, Ail Forms (Reported 1954) 100,540 
Hepatitis, Infectious and Serum (Reported 1954) 50,095 


Hay Fever and Asthma 3,900,000 


Table 10. 


primary purpose of this clinic is to detect cancer, there 
were 2,193 conditions found, unrelated to cancer but 
requiring medical treatment: diabetes, thyrotoxicosis, 
myxedema, tuberculosis, peptic ulcer, diaphragmatic 
hernia and esophageal diverticuli. 

In the period from February 1 through December 
31, 1956, the National Disease and Therapeutic Index 
collected information on a total of 91,801 patient visits 
to the offices of general practitioners, full-time and 
part-time specialists. Of these, 2,570 (2.8 per cent) 
were recorded with diagnoses of neoplasms, 55 per 
cent malignant and 35 per cent benign. 

In a special three-month study, 159 neoplasm pa- 
tients (28 per cent) were diagnosed with 196 con- 
comitant conditions requiring medical care and which 
may or may not have been etiologically and patholog- 
ically related to the neoplasm. There were concomitant 
diagnoses with 24 per cent of the malignant and 34 per 
cent of the benign and unspecified neoplasms. 

Table 9 shows the distribution of diagnoses of such 
conditions, according to the 18 causes listed in the 
International Statistical Classification of Diseases, In- 
juries and Causes of Death. 

Table 10 gives the estimated prevalence of other dis- 
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eases which might be discovered early in an annual 
“health maintenance check-up” in a combined or 
centralized clinic devoted to detection and treatment 
of all major health problems. Most of the estimates do 
not make allowance for nonmanifest or undiagnosed 
cases of the disease in question. 

It is the concensus that 50 per cent of patients with 
cancer alone would be alive and free of disease five 
years after treatment if the most modern methods of 
early diagnosis and curative treatment were available 
to everyone. 

Too often malignant tumors are not diagnosed until 
the growth has been present for too long a time (even 
years), and then the death certificate may be the only 
record. At least half of the malignant neoplasms re- 
ported in one study, diagnosed prior to death, had a 
recognized metastasis at the time of first diagnosis. 
Two researchers reported definite evidence of prein- 
vasive carcinoma, in 3.9 per cent of 1,200 surgically re- 
moved cervices, primarily from patients with total 
hysterectomies. A subsequent study of 400 cervices 
removed for reasons other than cancer revealed that 
3.5 per cent had evidence of intraepithelial carcinoma. 

In a mass screening of 108,000 women volunteers, 
the cell-examination test for cervical cancer showed 
nearly 1,600 suspicious lesions, of which about 800 
proved malignant. Approximately half of these were 
early preinvasive and half were invasive cancers. Of 
the preinvasive cases, 90 per cent were unsuspected; 
of the invasive cancers, 30 per cent were unsuspected. 
In a second examination of 33,000 of these same 
women, the rate for invasive cancer was only one-tenth 
that found in the first screening, which is indicative of 
the effectiveness of the cell-examination test for cancer. 

In a previous article, we discussed patient loads of 
doctors. In view of the large number of patients re- 
corded for every branch of medical practice, it is eb- 
viously impossible for each practicing physician to 


emulate the fine work of a well-equipped cancer de- 
tection clinic. One such clinic reports that their team 
can examine thoroughly 25 to 30 applicants in two 
hours. A conscientious physician, with all necessary 
equipment, would require about an hour for one patient. 

Despite this, the recognition of cancer while it is 
curable is a major responsibility of the physician in 
private practice, with referral of the patient to the 
hospital registry or central agency for x-ray, micro- 
scopic and other laboratory verification. 

Research is progressing in its efforts to discover the 
nature and causes of malignancy and to improve or 
devise tests for its early detection. However, much 
can still be accomplished with present knowledge and 
facilities by intensifying programs for early detection 
of malignancy and by improving the general level of 
treatment. Public education in the advantages of 
“health maintenance check-ups” is an important 
means to this end. 

Unless examinations are thorough and painstaking, 
substantiated by all indicated laboratory evidence, 
they fail in their objective. The examiner’s time is 
wasted, and the patient has been given a false sense of 
security. 

The early recognition of cancer while it is curable, 
of suspicious or potentially precancerous lesions or of 
early asymptomatic lesions requires the utmost vig- 
ilance on the part of every physician in private practice. 

An official of the Metropolitan Life Insurance Com- 
pany says: “In my opinion, the general practitioner is 
very largely the key person in the whole situation (of 
reducing morbidity and mortality). If he will welcome 
and give careful attention to all patients requesting 
periodic health examinations, and if he will learn the 
relatively simple techniques by which he, without any 
special instrumentation, can detect something over 50 
per cent of the early cancers, he will have made a great 
contribution.” 


Multiple Sclerosis 


In SEPTEMBER OF 1835 an English count, Sir Augustus Frederick D’Este, sought relief from 
what appeared to be a new and baffling disease. During the same year Robert Carswell, a 


London medical student, drew a sketch of a spinal cord showing a number of dark spots and 
described this as ‘‘a peculiar diseased state of the spinal cord, accompanied by atrophy.” 
Also in 1835, the Parisian physician, Jean Curveilhier, discovered a certain degeneration of 
the spinal cord and described the symptoms of the disease we now call ‘multiple sclerosis.” 
These men did not know each other, but all were concerned with and were studying the 
same disease. The name “multiple sclerosis” is descriptive of the pathology of this disease 
and refers to the hard sclerotic patches which occur in the nervous system. The term is 
derived from the Latin word “multus,” or many, and the Greek word “‘skleros,” or hard. 


— The Story Behind the Word, by Harry Wain, M.D. 
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MEDICINE 
MADE IN METRIC 


RALPH W. ERNSBERGER 


In January, 1957, Eli Lilly and Company discontinued 
the avoirdupots system of weights and measures and 
converted all operations to the metric system. 

This is an important change. GP’s editorial staff 

asked Ralph Ernsberger, head of Lilly's pharmaceutical 
development department, to describe the steps taken 

to convert to the system and the advantages 

of the change.— PUBLISHER 


ONLY THE METRIC SYSTEM of weights and measures pro- 
vides the precision of quantity and convenience of 
computation needed to meet today’s medical require- 
ments. These needs have evolved with the increasing 
strength of many new therapeutic agents and the 
smaller quantity employed in single doses. 

After extensive study and with these thoughts in 
mind, Eli Lilly and Company chose to change their 
entire operations—external as well as internal—to the 
metric system. Changing internal operations only, as 
many firms had done, would still have been confusing. 
Asking suppliers to change to metric weights and 
measures has helped awaken industry to the advantages 
offered by this simplified and more accurate system. 

The procedures used in substituting the metric 

system for the avoirdupois-apothecaries’ system in the 
Lilly operations covered a broad area. Lilly does busi- 
ness in almost every free nation in the world. 
_ Production formulas for all medicinal products bear- 
ing the Lilly label, except those manufactured in 
England, are administered from the Lilly headquarters 
i Indianapolis. 


Individual Control for Each Formula 


Lilly has some 2,500 different medicinal formulas. 
Fach is i separate entity, marketed under its own 


GP February 1959 


name. Because of the strict measures required of the 
pharmaceutical industry, it is necessary that all 
formulas be produced in batches so that each lot may 
be individually controlled to assure its purity and 
identity. 

To provide this control, a master manufacturing 
ticket, specifying quantity of each ingredient, proces- 
sing steps to be followed, control measures and quantity 
of medicinal to be produced, is prepared for each 
item. When inventories reach minimum levels, indi- 
vidual manufacturing tickets are printed from the 
master copy and forwarded through the many steps 
required to accomplish the production of the item in 
question. 

A central chemical stores assembles and dispenses 
some 1,500 different raw materials going into the 
pharmaceutical preparations. A separate requisition 
is prepared from the master manufacturing ticket for 
each item to control the dispensing of the raw material 
required. The dispensed raw material is then sent to 
the manufacturing area indicated on the ticket for 
processing. 

Manufacturing tickets and requisitions on chemical 
stores are processed by departments responsible for in- 
ventories and cost control, general accounting and 
purchase of raw material from suppliers. 


During a transitional period in the conversion to the metric system, 
manufacturing tickets carried both metric units and the previously- 
used conventional units for each ingredient. 
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Large Lots Require Dual System 


Historically, the apothecaries’ system of weights and 
measures was used in establishing dosage quantities 
for each drug. As the manufacture of large lots became 
practical, it was natural that quantities be expressed 
for manufacturing purposes in the avoirdupois system 
to reduce the large figures accompanying the scale-up 
of apothecary units. This dual system required ex- 
tensive calculations to convert grains, as an example, to 
pounds. Each manufacturing ticket and requisition 
might have quantities expressed in grains, as well as 
pounds. Duplicate measuring devices were required. 
Recordkeeping was complicated. 

And then, some 20 years ago, along came the vita- 
mins with quantities expressed in milligrams and 
grams. Thus a third system was added to the apothe- 
cary and avoirdupois weights and measures being used. 
The development of antibiotics, particularly the 
broad-spectrum ones, added to the number of drugs 
with dosage expressed in the metric system. Anti- 
histamines and steroids have added an even greater 
number of dosage forms available only in units of 
metric measure. 

This evolution in the expression of dosage quantities 
from apothecaries’ units to metric units had caused 
complications in the internal records at Lilly. Some 
time ago, an inventory control system of raw materials 


was developed which permitted the records to be kept 
in pounds and decimal fractions. This helped but it 
was still necessary to manipulate figures, records and 
accounting procedures to several systems of measure- 
ment. 


Metric System Studied 


At the instigation of the late Austin H. Brown, then 
director of purchasing, the company undertook in 
1946 a study to determine what would be required to 
change all operations to the metric system. 

Upon completion of the study, it was decided to 
defer conversion to the metric system. 

By early 1954, it became clear that an improvement 
in dosage precision and economical benefits could be 
achieved by applying metric measurements to all Lilly 
operations. 

It was recognized at the onset that the change would 
be successful only if everyone involved was thoroughly 
familiar with the metric system. 

Education was the order of the day—education to 
school the operating personnel to think in the metric 
system. Techniques used were similar to those em- 
ployed in teaching a new language. A mere under- 
standing of the various systems of measurement was 
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not adequate. It was necessary to reach a point where 
metric was the preferred system among all involved, 

Careful consideration led to the use of metric 
equivalent weights along with avoirdupois and apothe- 
caries’ weights on a few of the more frequently used 
manufacturing tickets processed in each department. 
This gave every individual concerned an opportunity 
to become acquainted with metric system nomenclature, 

Observations were made as to the acceptance of the 
metric units by people throughout the plant. Questions 
arose and answers were provided. In the beginning, 
no time limit was set for this orientation period, but the 
program would continue until appropriate orientation 


had been achieved. 


Changeover Made Slowly 


After some six months of informal orientation, the 
changeover to the metric system throughout the 
operations proceeded. The changeover was to be com- 
pleted over a period of approximately four years. All 
persons involved in using metric units of weights and 
measures had the opportunity to learn why the change 
was being made and to determine for themselves the 
benefits of the simpler system. 

Because of the system by which these formulas are 
issued and production is scheduled, a blanket change- 
over was impractical. 

All formulas were revised to carry the quantity of 
each raw material in both the metric and avoirdupois- 
apothecaries’ units. The metric units were placed in 
the preferred position on the manufacturing formulas 
so that at a future date it would be relatively simple 
to remove the avoirdupois-apothecaries’ figures. 

It was necessary to determine the approximate time 
that would be required to achieve this revision so that 
other requirements could be coordinated with the 
change. A two-year period was allowed for the revision 
ofall manufacturing formulas to carry both avoirdupois- 
apothecaries’ and metric units. 


Central Stores First to Adopt System 


The company was not on the metric system during 
the time the manufacturing tickets were being altered. 
Before this fact could become a reality, it was neces- 
sary for one of the operations to be placed on metric 
alone. Since all raw materials used to produce Lilly 
items come from a central stores, it was natural that 
the chemical stores area should be the first to make the 
mechanical changeover. At one time—over a weekend 
—all of the weighing and measuring devices in the 
chemical stores department were converted to the 
metric system. 
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The changeover in stores records came next. Along 
with the records conversion, it was necessary to change 
the labeling on all packages of raw materials carried 
in inventory. This required changing the weights on 
the records and labels of the containers to metric 
units by arithmetic conversion. 

It was also necessary to reprice all of the ingredients 
to dollars per kilogram. A few items, because of the 
extreme cost, were changed to dollars per gram. With 
a few administrative exceptions, all raw materials 
were changed to this system. 

During the final stages in the preparation for the 
changeover, the purchasing department began asking 
suppliers of raw materials to label their shipments in 
metric units. The cooperation was gratifying. On 
the date of changeover in the chemical stores area, 
writing of purchase orders was altered to specify 
quantities in metric units. Suppliers were offered the 
opportunity to: (1) label containers in metric units 
only; (2) place arithmetically converted units on the 
package along with the conventional label. 

Lilly conversion charts were furnished to all sup- 
pliers who made requests so that the same degree of 
precision might be carried on in the supply of raw 
materials. 

Before the avoirdupois-apothecaries’ system was re- 
moved from the manufacturing tickets, leaving only 
the metric equivalents, each of the production de- 
partments was equipped with metric weighing and 
measuring devices. To minimize production inter- 
tuptions, this was done on a step-by-step process, 
moving from one area to another. Control specifica- 
tions for weighing a number of tablets or filled capsules 
atintervals during manufacturing were revised with the 
correct weight in milligrams or grams. Similar re- 
quirements were completed in other departments. 


Special Problems Develop 


Aspecial situation developed in the use of denatured 
and tax-paid alcohol. Because of government regula- 
tions, it is necessary to use U.S. volumetric units of 
measurement for grain alcohol. Denatured alcohol was 
changed over to the metric system for internal opera- 
tions. Reporting to the federal government is still 


arried on in the U.S. volumetric units of measure- 
nents, 


he change to the metric system and granted a go- 
without qualifications. 

A substantial number of raw material ingredients, 
tuch as sugar, starch and salt, fall into the commodity 
ategory. Perhaps it will be a long time before producers 
fsuch commodities will be in a position to do business 
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The Federal Narcotics Bureau was enthusiastic about 


New metric scales have been installed in the chemical stores depart- 
ment as part of Lilly's conversion to the metric system of weights 
and measures. 


Meters used to measure a liquid ingredient had to be recalibrated 
from gallons to liters in converting internal operations to the new 
system. 
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in the metric system. Articles such as these, once they 
reach the Lilly plant, are carried and handled in 
metric units. 

The labeling of pharmaceutical products poses 
another problem. While all of the new products carry 
the dosage in the metric system, it is necessary to 
continue certain products in apothecary units because 
of convention and usage. For the most part, these are 
older items. 

Such seemingly minor decisions as what constitutes 
a pint equivalent—whether it should be 474 cc. or 
rounded off and made 500 cc.—are important con- 
siderations. Here, dispensing habits of physicians must 
be weighed. The pharmacist who stocks a bottle of 
liquid medication feels he should be able to utilize all 
that is contained therein. When a physician writes a 
prescription for two fluid ounces, the druggist expects 
to get eight prescriptions from a pint. If he were to get 
a 500 cc. quantity, he likely would have a small amount 
left over. If the extra cost accrued in providing the 
extra material were added to the 500 cc. quantity, the 
druggist would feel that he was being short-changed. 


If the 500 cc. amount were to be sold at the same price 
as that asked for a U.S. volumetric pint, production 
costs would go up. These are economic as well as pro- 
fessional questions. 

In the four years since Lilly initiated the change to 
the metric system, several other pharmaceutical manu- 
facturers have followed suit. More are turning to this | 
improved means of weighing, measuring, recording _ 
and accounting as the full benefits of the system are 
recognized. 

Chemical Week, June 28, 1958 issue, reported: “Full 
consequences of changing over to the metric system 
will be studied by a new committee of British Assn. for 
the Advancement of Science. The group is scheduled 
to report at the end of °59 on the practicability, im- 
plications, consequences both international and do- 
mestic, and the cost of a changeover to the metric 
system or the decimalization of weights, measures and 
coinage.” 

It would appear that the trend is catching on, even 
in the United Kingdom where our complicated, com- 
plex system of weights and measures was developed. 


Wuat kinp of “normal” people take tranquilizers? One myth is that the new drugs are con- 
sumed primarily in New York City, Hollywood and a few other presumed centers of anxiety 
and frustration. Not so. A study made for Fortune by the Medimetric Institute, a New York 
medical survey organization, indicates that tranquilizers have captured about the same share 
of the total drug market in every part of the United States and in cities of every size. 

Nationwide during the last half of 1956, non-Rauwolfia tranquilizers constituted 5.6 per 
cent of all drug prescriptions. Among the nine census regions, Medimetric’s figures suggest 
a modest spread from a low of 4-plus per cent in conservative New England to a high of 
around 7 per cent in the Mountain States. (Since these also happen to be among the smallest 
regions in both population and total drug consumption, the percentages may exaggerate 
small sampling errors and thus suggest more of a regional spread than actually exists.) 

Within any particular state or city, of course, individual drugstores may show wide vari- 
ations in tranquilizer demand. As an example of just how high the demand may go, the pre- 
scription department of one of the country’s largest department stores reports that 20 per 
cent of its prescriptions are for tranquilizers. 

A nationwide survey on the use of the tranquilizers among executives has just been made 
by the Research Institute of America. Reports from about 700 executives in as many com- 
panies show that 30 per cent have used tranquilizers at some period and that about 15 per 
cent were taking them at the time of the survey. Over half the users had taken the pills for 
more than four months. 

Of those who have used the tranquilizers at one time or another, 72 per cent report that 
the over-all effect on their job was “good,” 20 per cent describe the effects as “none” or “little” 
and only 8 per cent say “poor.” They also like the effects of the tranquilizers on themselves. 
They say the drugs make them feel relaxed, ease pressure, help sleep and improve personal 
relations. 

Only 5 per cent of the users report disagreeable effects, but 50 per cent finally gave the 
tranquilizers up for one reason or another—44 per cent of them because the original need 
had disappeared.—FortuneE, May 1957, Vol. LV, No. 5, pp. 165 and 176. 


Who Takes 
Tranquilizers? 
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Radiation Protection. By Carl B. Braestrup and Harold O. Wyckoff. 
Pp. 361. Price, $10.50. Charles C Thomas, Springfield, Ill., 
1958. 

THROUGHOUT THE pages of this well-written book, with its 

many line drawings, one finds practical and technical ma- 

terial on the hazards of radiation from diagnostic and 
therapeutic applications. The extent of radiation from air 
contamination is discussed, with suggestions for control. 

Those interested in the actual design and construction of 

protected areas will find tables and recommendations for 

such construction available in the detailed appendix. 

The 361 pages are divided into 12 chapters detailing the 
physics of radiation, the development and measurement of 
radiation units, with a discussion of the biologic effects of 
radiation on the living cell. Several chapters describe 
thorough shielding methods, along with suggestions for the 
installation of radiologic equipment including medical, 
dental and therapy units. 

Of special interest to some, would be the chapter on in- 
dustrial and other nonmedical installations. Although this 
book would probably never be chosen elective reading 
material, it certainly contains a great deal of authoritative 
material from a man of science. I recommend it for the 
bookshelves of reference libraries, larger hospitals and 
clinics possessing radiographic equipment. 

—B. E. Epwarps, M.D. 


Ocular Allergy. By Frederick H. Theodore, M.D. and Abraham 
Schlossman, M.D. Pp. 401. Price, $12.00. Williams & Wilkins 
Company, Baltimore, 1958. 

THs BOOK is a comprehensive study of ophthalmic condi- 

tions due to allergy. It is a well-written book, with numer- 

ous illustrations of the conditions described and with an 
adequate number of tables presenting types of ingredients 
that may set up ocular allergies. 

The roles of endocrines, allergens and infections are 
— Therapy is also discussed, along with diagnostic 
aids, 

Ibelieve that this book would be of immense value to the 
general practitioner with a large industrial practice. 

—J. C. SANDERs, M.D. 
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Practitioner's Bookshelf 


Principles of Radiographic Exposure and Processing. By Arthur W. 
Fuchs. Pp. 284. Price, $10.50. Charles C Thomas, Spring field, 
Iil., 1958. 

Tuis very excellent work should be extremely useful to 

every general practitioner who will take the trouble to read 

it carefully. After a fairly brief but quite adequate introduc- 
tion to the whole subject, the author proceeds to very pre- 

cise discussion of the factors involved in the production of a 

satisfactory radiograph. Included are directions for simple 

experimental studies to demonstrate the effect of voltage 
and current on the exposed film, the choice and use of 
cones, grids and intensifying screens. 

It seems to be true, unfortunately, that the radiographs 
produced in the offices of most general practitioners are of 
rather slight diagnostic value. A reasonable amount of 
application to this text will surely result in marked im- 
provement of quality and in decreased radiation exposure 
of the patient. —Lowet S. Goin, M.D. 


Emergency Treatment and Management, 2nd ed. By Thomas Flint, 
Jr., M.D. Pp. 539. Price, $8.00. W. B. Saunders Company, 
Philadelphia, 1958. 

Dr. Fut has compiled in a small volume a summary of the 
accepted initial or emergency treatment of 110 emergency 
conditions. In his preface he decries the fact that ‘too often 
the emergency physician is an intern, resident or general 
practitioner of limited experience in the management and 
treatment of acute conditions,” and he has dedicated his 
book to these individuals. 

Dr. Flint is chief of the emergency department of 
Permanente Medical Group, Kaiser Foundation Hospital, 
Richland, Calif. ; and many of his recommended emergency 
procedures, while undoubtedly technically correct, would 
alienate the patients of most physicians in private practice. 
Many of his “‘paper work procedures” would, as a matter of 
fact, be tolerated only by patients whose medical care was 
being paid for by a third party and who had no choice of 
private physicians. 

Through several incongruities, the author’s own per- 
sonal preferences are readily discernible; for example, in- 
fected flea bites are automatically referred for immediate 
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dermatologic consultation; whereas, three full pages are 
devoted to treatment of cardiac arrest. The section on 
poisoning is excellent but is by no means so complete as 
many treatises devoted exclusively to this subject. The 
third section of 25 pages entitled ‘‘Administrative, Clerical 
and Medico-legal Principles and Procedures” is probably 
the most valuable single section of the book. 

None of the procedures or methods itemized herein 
constitute anything new, drastic or different. They repre- 
sent, in the main, techniques, methods and procedures that 
would be followed almost instinctively by any physician 
with any experience in emergency work. One could 
justifiably question the dogmatic techniques, but not the 
underlying principles of management. 

—Joun C. Ety, m.p. 


Callander’s Surgical Anatomy. 4th ed. By Barry J. Anson, Ph.D. 
and Walter G. Maddock, M.D. Pp. 1,157. Price, $21.00. W. B. 
Saunders ¢ Company, Philadelphia, 1958. 


Tuis Is a comprehensive discussion of surgical anatomy. In 
fact, it is so detailed that it is difficult to read; but due to 
this detail, it many times answers questions that cannot be 
found in a comparative reference source. The text is broken 
down topically to facilitate finding new subjects in this very 
long, extensive volume. There are many illustrations, but 


very few are as detailed as one would find in an ordinary 
atlas. I think it might be desirable for the doctor to have an 
atlas beside him when he reads many of the discussions in 
this surgical anatomy book. 

This text will very well serve as a reference book on 
general anatomy, irrespective of whether a man does sur- 
gery or not. It can certainly make him realize the possible 
complications that can arise from different surgical proce. | 
dures. For that reason, I think it fills a definite need as a 
reference book, particularly for general practitioners. 

—Ho.tanp T. Jackson, m.p. 


Human Parturition. Normal and Abnormal Labor. By Norman F. 
Miller, M.D., T. N. Evans, M.D. and R. L. Haas, M.D. Pp. 
248. Price, $7.50. Williams e& Wilkins Company, Baltimore, 
1958. 


Tuis 248-PaGE epitome of normal childbirth and its com- 
plications is divided into 21 chapters on all phases of 
parturition, from basic pelvic anatomy to newborn com- 
plications. 

Illustration, sketches and roentgenography are inter- 
spersed with the outlined material, which adds to its 
clarity. Although there is no special glossary, many chap- 
ters open with definitions of terms to be discussed. The 
style is to the point, and the opinions expressed are author- 
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itative because ‘Dr. Miller is one of the foremost teachers of 
obstetrics in America today. I unhesitatingly recommend 
this book to students and practitioners for reference and 
review. It is not an obstetric textbook, but rather presents 
the material in outline form, readily available. 

This book would serve very well also for anyone teaching 
obstetrics. It is a monument to one of our renowned 
teachers of obstetrics. —B. E. Epwarps, M.D. 


the Story Behind the Word. By Harry Wain, M.D. Pp. 342. Price, 
$8.50. Charles C Thomas, Springfield, Ill., 1958. 


Here 1s a book for entertaining browsing, one which can be 
utilized during the very briefest spare moments. But this 
book will be valued over and above the entertainment it will 
provide. Consisting of an alphabetic compilation of more 
than 5,700 derivations of medical terms, the text gives the 
origin and history of each term as well as brief biographies 
of great personalities in medicine. 

Delving into medical terminology will reveal the gradual 
evolution of medical knowledge over 2,500 years. As the 
reader discovers the story behind these words, he will ab- 
sorb meaningful information about the geographic and cul- 
tural course that medical knowledge has taken, as well as 
the mental processes by which men of all times and all 
civilizations found names for medical phenomena. 


For example, the reader will find an interesting correla- 
tion between some of the anatomic terms and Greek and 
Roman mythology. Mythologic names have been applied to 
numerous symptoms and diseases, to different parts of the 
body and to a variety of drugs and remedies. The reader 
will also become acquainted with the large number of terms 
which were derived from names of discoverers of various 
diseases, anatomic parts or therapeutic measures. 

This is a worthwhile text, of greatest interest, of course, 
to the physician who has a penchant for philology. 

—Lois LaMME 


Systemic Ophthalmology. 2nd ed. By Arnold Sorsby. Pp. 682. 
Price, $25.00. C. V. Mosby Company, St. Louis, 1958. 


SINcE IT first appeared in 1951, this text has done much to 
fill the need for an up-to-date source of facts about how the 
eye and the visual system respond to various diseases. In 
attempting to cover such a very broad field, however, the 
need for an early revision was to be expected. 

The new edition contains the work of 33 contributors 
(24, United Kingdom and 9, American), and my impression 
is that most of the chapters have been up-dated satis- 
factorily. 

The most important changes were made in dealing with 
congenital cataract, retrolental, fibroplasia and toxoplas- 
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mosis. Unfortunately, there is only brief treatmen: of the 
important changes in the vitreous and retina, recently 
ascribed to primary amyloidosis, hemoglobin C disease, and 
sickle cell anemia. Also, the number of color plates is fewer 
than in the first edition. Taken together, however, these 
drawbacks will not obscure the value of this book as a refer. 
ence source for general practitioner and ophthalmologist 
alike. —James F, O’Rourke, op. 


The Esophagus, Medical and Surgical Management. By Edward 8, 
Benedict, M.D. and George L. Nardi, M.D. Pp. 374. Price, 
$15.00. Little, Brown ¢> Company, Boston, 1958. 


FOR THOSE SEEKING a comprehensive review of the anatomy, 
physiology and treatment of diseases of the esophagus, this 
readable volume more than adequately meets the require- 
ments. 

The first portion of the text is devoted to the fundamen- 
tals—anatomy, physiology, diagnosis and the methods of 
treatments—which form the basis of understanding for 
handling the specific disease entities. 

The major portion of the book describes in detail the 
diagnosis and treatment of each of the conditions to which 
the esophagus is subject. The material is made more under- 
standable by liberal use of photographs, diagrammatic 
sketches and x-ray photos. 

This book is recommended both as a reference text or 
as a review of the field. 

—Lero M. WacuTEt, M.D. 


Cleft Palate and Speech. 4th ed. By Muriel E. Morley, M.Sc., 
FC.S.T. Pp. 271. Price, $6.50. Williams ¢ Wilkins Company, 
Baltimore, 1958. 


Tue PuRPOSsE of this monograph is to discuss the congenital 
defect of cleft lip and palate, its interference with the nor- 
mal development of speech and its treatment. 

The author, a speech therapist, has compiled a compre- 
hensive review of the subject and has directed this book 
toward the general practitioner, to acquaint him with the 
problems arising from this defect and to stress the necessity 
of early treatment. By analyzing the problems in feeding 
and speech resulting from a cleft palate, Miss Morley at- 
tempts to point out the need for coordinated treatment by 
the surgeon, dentist and speech therapist. 

The initial portion of the book reviews the embryologic 
development of the mouth and pharynx, the normal anato- 
my and physiology, particularly the physiology of speech. 
The incidence of cleft palate, the various methods of surgi- 
cal repair and a discussion of the optimum time for oper- 
ation and follow-up treatment are presented. 

The last chapter presents case histories of patients who 
were submitted to operation late, of those in which oper- 
ation failed to produce a functional mechanism necessary 
for normal speech, and those unable to learn normal speech 
unaided. The patients’ speech development and subse- 
quent treatment are presented. 

The average physician will find in this well-illustrated 
book an interesting and thorough discussion of cleft palate 
—a defect affecting one of every 1,000 births. 

—Frep Burke, 
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Congenital Anomalies of the Hand and Their Surgical Treatment. 
By Arthur Joseph Barsky, M.D. Pp. 165. Price, $5.75. Charles 
C Thomas, Springfield, Ill., 1958. 

Tuts 1s a short monograph in the American Lecture Series, 
representing the author’s experience and bringing up to 
date most of the anomalies of the hand. Dr. Barsky pre- 
sents in a readable, logical sequence, the defects encoun- 
tered and the surgical measures directed to effect their 
correction. 

The author has been careful to properly define these 
bizarre abnormalities. His monograph is replete with illus- 
trations, x-ray studies and statistical evaluations. He very 
carefully considers the incidents, etiology, heredity and 
embryology. 

This book is not intended for the general practitioner; 
rather, for the orthopedist or hand surgeon. 

—A. E. Ritt, 


Transportation of the Injured. By Carl B. Young, Jr., M.D. Pp. 238. 

Price, $6.75. Charles C Thomas, Springfield, Ill., 1958. 
Memsers OF the medical profession will find scant value in 
amanual intended for the attention of two other groups of 
individuals. The first are those directly rendering the 
emergency care and treatment ; the second, the administra- 
tive persons responsible for supplying the facilities and 
equipment. 

Lay instructors of standard first-aid courses might be in- 
terested in the sections on drug addicts, legal requirements 
on dying statements and administrative responsibilities. 
Untrained personnel could not use the manual, since their 
lack of medical knowledge would prevent them from making 
the recommended observations and from completing the 
necessary procedures at the scene of the accident, as only 
the principles of splint application and not the details are 
given, 

Suggestions for improving the readability of the manual 
would include consideration of: shortening of some chap- 
ter headings and of many of the captions under the illus- 
trations; better continuity and arrangements of subjects, 
especially the medical ones; use of boldface type for 
emphasis rather than italics; elimination of some of the 
numerous illustrations of ambulances and appropriate 
grouping of the remainder ; placing of illustrations and lists 
of equipment on nearby or adjacent pages rather than in 
different chapters. —Rocer 


Memoirs of a Golden Age. By Maurice Davidson. Pp. 140. Price, 
$3.75. Charles C Thomas, Springfield, Ill., 1958. 


Tas uM, 140-page volume is a work dictated by love. It 
sa collection of thumbnail sketches of the great and near 
great who have trod the cloistered halls of Oxford Univer- 
sity in the last 50 years and contributed so generously to its 
fulfillment as a great center of learning. While dictated by 
love, its imagery is faint and the characters sketched are 
hot stroked out to leave an individual impression. The 
reader closes the book and the dons and deans are left be- 
hind on the written page, not on his mind. 
—Mary EuizaBETH JOHNSTON, M.D. 
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Two New Mosby Books for 
the GP Receive High Praise 


from Reviewers 


Read How These Books Can Improve 
Your Diagnostic Accuracy 


“I am finding this an excellent book to have on my 

desk for quick reference and daily use. It is good asa 

‘nearby’ consulting agent to raise questions, stimu- 

late deeper interest in problems I might slide over, 

and as a stimulus to review newer techniques and 
aspects of the less frequent problems of general 

bractice.”"—GP, November, 1958 

A unique, dictionary-like guide written to assist you, 
the general practitioner, in the diagnosis and manage- 
ment of virtually all your pediatric problems, PEDIATRIC 
INDEX is a compilation of some of the best available 
published and practiced material in the field gathered 
from authoritative sources throughout the world. 

Dr. Patton’s new book—almost encyclopedic in scope 
—provides you with a summary of the currently pre- 
ferred treatment for any problem involving the child— 
medical, surgical, orthopedic, allergic, eye, nose, throat, 
neurologic, mental, psychological and even social; be it 
congenital, developmental or acquired. Only by thor- 
oughly examining a copy of this alphabetically-arranged 
guidebook will you be convinced of its value. 


By EDWIN F. PATTON, M.D., Former Associate Medical Director of the 
American Child Health Association in New York; and Assistant Pro- 
fessor of Pediatrics in the College of Medical Evangelists, Los Angeles. 
New. 1958, 639 pages, 6%" x 10”. Price, $13.50. 


Gardner 
DIAGNOSTIC ANATOMY 


“The book is well written and easy to read. The 

printing is excellent . . . the mono b should be 

valuable even to a surgeon, but it dee be particu- 
larly valuable for those practitioners who come in 
contact with the anatomic structure of the body less 

frequently than surgeons.” —Jri. A.M.A. 

Helping you to correlate anatomy to clinical diagnosis, 
DIAGNOSTIC ANATOMY answers many questions like 
the following: 

‘What are external manifestations of aging of my pa- 
tient’s body ?” 

**What is the newer knowledge of pleural recesses in- 
tervening between the esophagus and the vertebral col- 
umn?” “What morphological features can be easily as- 
sessed in the pelvic examination ?” 

Written for the physician who contends daily with the 
morphologic features of the human body, this new book 
is especially helpful to the practitioner who wishes to re- 
acquaint himself with the anatomic features of the body 
he examines. Employing terminology, you as a practicing 
physician use every day, the book correlates aspects of 
regional gross and topographic anatomy based upon the 
techniques, sequence and problems you encounter in 
making physical diagnoses from the general viewpoint of 
internal medicine. 


By WESTON D. GARDNER, M.D., A iate Profi of Anatomy, 

quette University Schoo! of Medicine, Director of Medical Education, 
gelical Di Hospital, Milwaukee, Wisconsin. New. 1958, 
376 pages, 6%" x 9%", 20 illustrations. Price, $10.00. 

At Your Favorite Bookstore or Order on 10 Day Approval From 


The C. V. MOSBY Company 


3207 Washington Boulevard, St. Lovis 3, Missouri 
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THOUGH LESS PRONOUNCED than some news stories 

stated, the American Medical Association, at its 
(J Minneapolis meeting, faced up to the sticky problems 
of free choice of physician and closed panel systems 
and allowed that by annual meeting time, changing 
attitudes might alleviate some of the present friction. 

Since action on the issue of medical care plans was 
delayed until June in Atlantic City, the house of dele- 
gates’ biggest stride was in its health care plan for the 
aged. The house, which includes 27 Academy mem- 
bers, adopted the Council on Medical Service’s pro- 
posal to develop a voluntary health insurance plan for 
persons over 65 years of age with reduced incomes and 
very modest resources. 

Hailed nationwide in the press, the proposal calls 
4 fora plan that would be acceptable both to recipients 
and the medical profession. . 

Itasks that the AMA, the constituent and component 
medical societies, as well as physicians everywhere, 
expedite effective voluntary health insurance or prepay- 
ment programs for the group over 65 with modest 
resources or low family income. It also asks that 
physicians agree to accept a level of compensation for 
medical services rendered to this group which will 
permit the development of such insurance and prepay- 
ment plans at a reduced premium rate. 

In order to get the program implemented right 
away, the delegates directed that copies of the pro- 
posal be distributed to medical society-approved plans, 
including Blue Shield and private insurance programs, 
requesting their cooperation. 
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News 


AMA To Consider Changing Attitudes Toward Free Choice and Closed Panels 


Urges Economical Voluntary Health Care 
Plan for Aged Be Set Up Immediately 


Time for Care Plan Answers 


Although action on medical care plans was deferred 
until June, the basic progress, resulting from a lengthy 
study, was the realization that attitudes toward free 
choice and the closed panel system may be changing. 

The Commission on Medical Care Plans, which began 
its study after the 1954 Clinical Meeting in Miami, 
stressed that while the AMA’s policy “to encourage 
and support the highest quality of medical care for all 
patients remains unchanged,” it questions ‘whether at- 
titudes toward the free choice of physician and the 
closed panel system may be undergoing evolutionary 
change.” 

The commission asked that the constituent associa- 
tions review its report and arrive at some decision in 
regard to these basic points: 

1. Free Choice of Physician: Acknowledging the 
importance of free choice of physician, is this concept 
to be considered a fundamental principle, incontro- 
vertible, unalterable, and essential to good medical care 
without a qualification? 

**2. Closed Panel Systems: What is or will be your 
attitude regarding physician participation in those sys- 
tems of medical care which restrict free choice of 
physician?” 


AMA's General Practitioner 
As usual, the selection of the AMA’s “General Prac- 


titioner of the Year” was the clinical meeting’s chief 
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“Premarin” with Meprobamate 


Each tablet contains 0.4 mg. “Premarin,” 200 mg. meprobamate. 


PMB (“Premarin” with Meprobamate) is an 
ideal preparation when the patient needs extra 
relief from anxiety and tension during the 
menopause. Once these symptoms are under 
control, therapy may be continued with 


“Premarin” alone. 


Simple to prescribe as merely PMB 


pply: No. 880, PMB-200, 
bottles of 60 and 500. 


Also available No. 881, PMB-400 
(“Premarin” 0.4 mg. with meproba- 
mate 400 mg.), bottles of 60 and 500. 


AYERST LABORATORIES © NEW YORK 16, N. Y. ° MONTREAL, CANADA 
5827 “Premarin” conjugated estrogens (cquins) Meprobamate, licensed under U.S. Pat. No. 2,724,720 
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honor. And, with this year’s recipient, 68-year-old 
Lonnie A. Coffin of Farmington, Ia., the annual gold 
award again went to an Academy member. 

farlier selected as “Iowa’s Outstanding General 
Practitioner,” Dr. Coffin has now been cited by the 
AMA for his outstanding contributions to the health 
and civic affairs of his home community. 

Dr. Coffin, an Iowan since age 5, was a member of the 
last medical class graduated from Drake University in 
Des Moines. Except for two years of military service 
during World War I, he has served his community 
continuously for 44 years. After a heart attack eight 
years ago, Dr. Coffin gave up obstetrics, but other than 
that he is still in active practice. 

In 1956 he was elected president of the Iowa State 
Medical Society and that same year was named by 
Drake University as one of its outstanding alumni. 

This physician whose professional, civic and hu- 
manitarian interests have endeared him to his com- 
munity has a simple credo: 

“The way I practice medicine is to work seven days 
a week and whenever I’m needed. But I might have 
slowed up a bit on the night work.” 


Ball, a Trustee 


Another Academy member, Dr. W. Linwood Ball of 
Richmond, Va. who was elected AMA vice president 
last June, has been appointed to the association’s board 
of trustees to fill the vacancy created by the death of 
Dr. Warren Furey of Chicago. Dr. Ball will serve on 
the board until June but maintains that he will not be a 
candidate to succeed himself. 


House Clarifies Issues 


In the field of medical education, the house urged the 
entire profession to give strong support to the develop- 
ment of additional facilities for basic medical education 
as the best way to correct misinterpretations of the 
AMA’s viewpoint regarding the supply of physicians. 

In view of the Commission on Medical Care Plans’ 
report the following suggested amendment to the con- 
stitution which was approvingly referred to the Council 
on Constitution and By-Laws is significant: 

“The objectives of the Association are to promote 
the science and art of medicine and the betterment of 
public health and an understanding of the socio- 
economic conditions which will facilitate the attain- 
ment of these objectives.” ; 

As a result of considerable pro and con arising out of 
the interpretation of the AMA’s action last June on 
United Fund drives, a new resolution was passed which 
states that “the American Medical Association neither 
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AAGP Nod to AMA Choice—Dr. Holland T. Jackson’ (right), 
Academy president, congratulates fellow AAGP member, Dr. 
Lonnie Coffin of Farmington, Ia., upon his selection as the AMA’s 
General Practitioner of the Year. 


approves nor disapproves of the inclusion of voluntary 
health agencies in United Fund drives.” 

The resolution also requested the board to arrange 
a top-level conference with the voluntary health agen- 
cies, the United Funds and other parties interested in 
the raising of funds for health causes, with a view 
toward resolving misinterpretations and other difficul- 
ties in this area. 


Osteopathy Decision Later 


Discussions on osteopathy, which arise as often as 
AMA meetings are held, centered this time on whether 
constituent medical associations have the right to © 
establish the relationship of the medical profession to 
the osteopathic profession within their respective states. 

The delegates decided to have the Judicial Council 
review past pronouncements on osteopathy and the 
laws of the various states in this regard and present its 
report at the June meeting. 

The house did, however, note “with favor that the 
American Osteopathic Association has amended its 
objectives as stated in its constitution by deleting 
reference to the cultism of Andrew J. Still.” 


Other Actions 


In key miscellaneous actions, the house of dele- 
gates: 

Expressed regret at the Medicare program’s substitu- 
tion of federal facilities for private care in the areas 
mentioned, and urged the AMA to encourage re-estab- 
lishment of services under the free choice principle to 
accomplish the original intent of the act; 

Recommended that the Social Security Act be 


219 


. 
i 
; 


AAGP Members Who Served December 2-5 in AMA House of Delegates 


J. Paut Jones, M.D. WENDELL C. STOVER, M.D. Georce S. Kiump, M.D. 
Camden, Alabama Boonville, Indiana Williamsport, Pennsylvania | Ag 
James M. Ko s, M.b. Joun S. DeTar, M.D. Eimer G. SHELLEY, M.D. l 
Clarksville, Arkansas Milan, Michigan North East, Pennsylvania mit 
Downatp Cass, M.D. Joun P. Cutpeprer, JR., M.D. Josepu B. CopeLanD, M.D. 
Los Angeles, California Hattiesburg, Mississippi San Antonio, Texas 
James E. FELDMAYER, M.D. Ear F. LEININGER, M.D. James H. Wooren, M.D. ze 
Exeter, California McCook, Nebraska Columbus, Texas 
R. STANLEY KNEESHAW, M.D. Joun M. GarpralrH, M.D. W. Linwoop Batt, M.D. 
San Jose, California Glen Cove, New York Richmond, Virginia Tre 
H. Tuomas McGurrg, M.D. Cuar.es F, STROSNIDER, M.D. Atvia G. YOUNG, M.D. Fro 
New Castle, Delaware Goldsboro, North Carolina Wenatchee, Washington 
Eustace A. ALLEN, M.D. Paut A. Davis, M.D. Watter E. VEsrt, M.D. A4 
Atlanta, Georgia Akron, Ohio Huntington, West Virginia din 
B. E. MONTGOMERY, M.D. Grorce A. WoopHOUSE, M.D. Lien O. SIMENSTAD, M.D. De 
Harrisburg, Illinois Pleasant Hill, Ohio Osceola, Wisconsin Up 
H. Kennetu M.D. Dante H. Lester D. BiBLER, M.D. 
Chicago, Illinois Indiana, Pennsylvania Indianapolis, Indiana ] 
(Delegate of the Section wis 
on General Practice) Bre 
pat 
con 
Academy Members on AMA Reference Committees a 


Name 4 ; Committee 
Lren O. Simenstab, M.D., Wisconsin.................. Amendments to the Constitution and By-Laws 


R. STANLEY KNEESHAW, M.D., SST POLE Reports of Board of Trustees and Secretary 
Ear F. LEININGER, M.D., Nebraska................... Hygiene, Public Health and Industrial Health 


Cuartss F. Strosniper, M.D., North Miscellaneous Business 


Eustace A. ALLEN, M D., Georgia 
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amended by Congress to permit states to combine the 
present four Public Assistance medical programs into a 
single medical program ; 

Agreed with the Committee on Medical Practices 
that relative value studies should be conducted by each 
constituent medical association but not on a national 
or regional basis by the AMA; 

Urged each constituent society to establish a com- 
mittee on rehabilitation to carry out activities recom- 
mended by the board; 


Called for continued activity at all levels to stimulate 
the development of effective poliomyelitis inoculation 
programs and 

Suggested that the AMA take immediate steps to- 
ward developing a plan whereby reserve medical units 
and individuals not immediately involved in military 
operations could be used to supplement civil defense 
operations. 

See opposite page for the names of Academy mem- 
bers who had active roles as AMA delegates. 


Trends and Events in the Nation’s Capital 
From GP’s Special Washington Correspondent 


A 48-beD HosPITAL and the world’s first nuclear reactor 
designed specifically for medical use were dedicated 
December 16, 1958 at Brookhaven National Laboratory, 
Upton, Long Island, New York. Admission of patients 
to this unique federal facility will be exclusively by 
referral of the attending physician. __ 

Physicist-reactor operators will be at the reactor’s 
controls, under the direction of physicians staffing the 
Brookhaven Medical Research Center. At all times the 
patient under treatment will be under direct visual 
control of the physician. 

The reactor’s treatment beam will have a neutron 
intensity about 50 times that of the general research 
reactor which was used previously at Brookhaven. The 
device has a nominal operating power level of 1,000 
kilowatts. 

Laboratories and hospital beds are in a one-floor 
building of about 110,000 square feet, exclusive of a 
22,000-foot basement area used for mechanical services. 
The reactor occupies its own steel building. 


New VA Term 


Dr. William S. Middleton will start, in a few weeks, 
his second four-year term as chief medical director of 
Veterans Administration. His original appointment as 
head of YA’s huge medical and hospital service became 
effective on March 1, 1955. He is the fourth to hold the 
post but the first to be named to a second term. 

Predecessors were Dr. Paul R. Hawley, now director 
of American College of Surgeons, who served from 
1946 to 1948; Dr. Paul B. Magnuson, 1948-50 and 


Vice Admiral Joel T. Boone, whom Dr. Middleton 
succeeded. 
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clinical psychologists and biochemists. Applications to 


Other recent VA personnel appointments relate to 
hospital operation. Dr. Bascom Johnson, director of 
professional services at the VA hospital at Sunmount, 
N.Y., has been named manager of the hospital at Iron 
Mountain, Mich. Dr. Joseph I. Fitzsimmons is being 
shifted from the managerial post at Iron Mountain to 
the veterans hospital in Grand Island, Neb. 

Dr. Chester M. Kurtz, director of professional serv- 
ices at the VA hospital in Albuquerque, N.M., becomes 
manager of the hospital at Fort Bayard, N.M. In an- 
other shift, Ray Q. Bumgarner goes from manager of 
the VA Center at Hot Springs, S.D., to manager of the 
VA Center at Dayton, Ohio. He takes the place of J. C. 
Phillips, newly appointed manager of the Livermore, 
Calif., VA hospital. 


High Compensation Ratio 


About one-third of all workmen’s compensation pay- 
ments and costs in 1957 went for medical and hospi- 
talization benefits, according to a study made by the 
program research division of Social Security Adminis- 
tration. An estimated $1,064,422,000 was expended 
altogether, of which about $365 million was earmarked 
for payment of medical and hospital expenses. 

In 1956, approximately $1,003,000,000 was spent on 
the various workmen’s compensation programs, with 
$350 million being used for medical and hospital 
benefits. 


Corps Examinations Set 
U.S. Public Health Service has announced competi- 


tive examinations for appointment to the Commissioned 
Corps. Those for veterinarians will be held March 31 
through April 3, with February 20 the deadline for 
filing applications. Examinations are scheduled for 
April 21-24 for physicians, dentists, sanitary engineers, 
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maintenance therapy is still fundamental treatment’ 


Sound, conservative therapy with salicylates has 
been consistently reaffirmed as basic, long-term 
maintenance therapy in the arthritides. 


Buffered Pabirin provides superior maintenance 
therapy. It epitomizes fundamental long-term 
basic therapy since it can be given month after 
month without serious complications and with 
minimal problems to patient and doctor alike. 


Buffered Pabirin is formulated to provide high 
and sustained salicylate blood levels. Each tablet 
consists of an outer layer containing a buffer 
(aluminum hydroxide), para-aminobenzoic acid, 
and ascorbic acid; a core of acetylsalicylic acid. 


In the stomach, the outer layer quickly releases 
the buffer, which protects against nausea, 
dyspepsia and other gastrointestinal symptoms 
so frequently encountered with salicylates alone. 
The core of Buffered Pabirin then disintegrates 
rapidly, permitting rapid absorption of the 
acetylsalicylic acid for faster pain relief. 


References: 1. Hart, D.; Bagnall, A. W.; Bunim, J. J., and 
Polley, F. H.: Ninth International Congress on Rheumatic 
Diseases, Toronto, Ont. (June 25) 1957. 2. Report of Joint 
Committee, Medical Research Council & Nuffield Foundation, 
Treatment of Rheumatoid Arthritis, British Medical Journal 
(April 18) 1957. 3. Friend, D. G.: New England J. Med. 
257:278 (Aug.) 1957. 


Buffered int Tablets 


Each tablet contains: 
Acetylsalicylic acid (5 gr.) 
Para-aminobenzoic acid (5 gr.) 
Ascorbic acid 


All Buffered Pabirin is sodium- and potassium-free. 
Dosage: Two or three tablets 3 or 4 times daily. 


Photographs show 2-stage 
Tandem Release disintegration. 


SMITH-DORSEY -° a division of The Wander Company « Lincoln, Nebraska + Peterborough, Canada 
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lake these examinations must be filed with the Surgeon 
General of USPHS by March 6. 

Customarily they are conducted at the USPHS 
hospital or clinic nearest the applicant’s home, school 
Or place of business. Application forms and further 
information are obtainable upon request to the USPHS 
Surgeon General, Department of Health, Education 
and Welfare, Washington 25, D.C. 


Professional Director for Medicare 


Col. Norman E. Peatfield is the new professional 
director of the Office for Dependents’ Medical Care 
(Medicare). In that capacity, he will have charge of the 
government’s role in fee schedule negotiations with 
State medical associations. 

Formerly attached to the personnel division of Army 
Surgeon General’s Office, where his superior was Brig. 
Gen. Floyd L. Wergeland, Colonel Peatfield succeeded 
to the position vacated by Col. Earl C. Lowry when he 
resigned. The latter became president of Iowa Medical 
Service as of January 1, 1959. General Wergeland is 
executive director of the Medicare program. 

New contracts were scheduled to be negotiated in 
January with Florida, New Hampshire, North Dakota, 


Wisconsin and Puerto Rico. Due to come up in Febru- 
ary for renewal were Medicare contracts with Arizona, 
California, Georgia, Idaho and Mississippi. 

Shortly before Christmas, all contractors were noti- 
fied that henceforward negotiations would be con- 
ducted by mail rather than in person, as has been the 
custom since Medicare was launched in December, 
1956. 


A Service to Homemakers 


Physicians will figure prominently as program ar- 
rangers, discussants and participants in the National 
Conference on Homemaker Services to be held at the 
Edgewater Beach Hotel in Chicago February 10-11. 
Twenty-six national voluntary agencies and the De- 
partment of Health, Education and Welfare will take 
part in the event. 

Discussion leaders will include Drs. Ralph E. De- 
Forest, F. C. Swartz, Alonzo S. Yerby, Dean W. 
Roberts and Lemuel McGee. Among conference plan- 
ners were Drs. David B. Allman, Philip S. Barba, 
John W. Ferree and John F. W. King. 


Also see the AMA Washington Report, page 273. 


Daryl Harvey One of 12 Vice Chairmen 
Chosen for 1960 Youth Conference 


Tue Acapemy’s Daryl Harvey is one of the 12 citizens 
appointed by President Eisenhower to serve as vice 
chairmen at the 1960 White House Conference on 
Children and Youth. 

Of the 12 only two are physicians— Dr. Harvey of 
Glasgow, Ky. and Dr. Edward D. Greenwood of the 
Menninger Foundation, Topeka, Kan. 

The national committee, named recently by the 
President, held its first meeting just before Christmas. 
Among the committee members is another well-known 
AAGP member, Dr. Walter Portteus of Franklin, Ind. 

President Eisenhower will serve as honorary chair- 
man of the March, 1960 conference which he has titled 
the “Golden Jubilee Conference.” This is the sixth 
such decennial conference since President Theodore 
Roosevelt called the first one in 1909. 

Arthur S. Flemming, Secretary of Health, Educa- 
tion and Welfare, will be honorary vice chairman. The 
conference chairman will be Mrs. Rollin Brown of Los 
Angeles, immediate past president of the National Con- 
gress of Parents and Teachers. 

The other vice chairmen will be: Dr. Hurst Anderson, 
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president of American University, Washington; Mrs. 
James Blue, president of National Association of Gov- 
erning Boards of State Universities and Allied Institu- 
tions ; Robert E. Bondy, director of National Social Wel- 


fare Assembly, New York; Erwin D. Canham, editor of 


Christian Science Monitor; Donald K. Davis, chairman 
of executive committee of the Ford Foundation; Msgr. 
Raymond J. Gallagher, assistant director of Roman 
Catholic charities in the Cleveland diocese ; Mrs. Frank 
Gannett, chairman of board 
of Gannett Newspaperboy 
Scholarships, Inc.; Donald 
S. Howard, Los Angeles, 
chairman of National Coun- 
cil of State Committee for 
Children and Youth; Rabbi 
Maro H. Tanenbaum, exec- 
utive director of the Syna- 
gogue Council of America 
and The Rev. William J. 


Villaume, executive direc-. P- Harvey, M.D. 


tor of the Department of — Pr- Harvey is one of the 12 
vice chairmen chosen by Presi- 


dent Eisenhower for the 1960 
White House Conference on 


Social Welfare, National 
Council of the Churches of 
Christ. Children and Youth. 
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When this was taken, Mother was lovely and poised—even 
though in the family way. In the genteel manner of her day, she 
concealed her condition well, although almost nothing could 
mask her recurrent “heartburn.” 


Today pregnancy is no secret. Nor is effective treatment of 
accompanying gastric upset. You can assure your ladies-in- 
waiting full symptomatic relief . . . prompt, lasting and safe 

. with pleasant-tasting Gelusil, the antacid adsorbent 
Mother should have had. 


Gelusil is all antacid in action . . . contains no laxative . . . does 
not constipate. Prescribe Gelusil with confidence for every 
patient’s use at home and in the hospital. The choice of mod- 
ern physicians for every antacid need. 


GELUSIL 


antacid adsorbent MORRIS PLAING. NU. 
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Ten Candidates Eligible for 1958 Ross Awards; 
AAGP Committee Announces Names of Judges 


Ten ACADEMY MEMBERS are candidates this year for the 
two Ross Awards which will be announced in April 
during the Scientific Assembly in San Francisco. 

Each year, awards of $1,000 each are given to the 
two Academy members who have authored the most 
noteworthy scientific articles in GP during the past 

ear. 
; This year, Dr. Orson B. Spencer, Price, Utah, who is 
chairman of the Acatlemy’s Ross Award Committee, 
will announce the winners and make the award presen- 
tation at 3 p.m. Wednesday, April 8, during the after- 
noon scientific session. 

The winners will be decided by three judges, all 
deans of leading medical schools, who have been selected 
by the Ross Award Committee. 

The judges for the 1958 awards are Dr. D. W. E. 
Baird, dean of the University of Oregon Medical School, 
Portland; Dr. John Parks, dean of George Washington 
University School of Medicine, Washington, D. C. and 
Mark R. Everett, Ph.D., dean of the University of 
Oklahoma Medical School, Oklahoma City. 

Serving with Dr. Spencer on the Ross Award Com- 
mittee are Drs. Ralph J. Lum, Jr., Santurce, Puerto 
Rico; R. Varian Sloan, Honolulu, Hawaii; Rafael C. 
Sanchez, New Orleans and Robert W. Henderson, 
Bismarck, N. D. 

More than ten members had articles published in 
GP during 1958, but several were disqualified because 
of Ross Award rules which stipulate: (1.) No Academy 
officer, director or member of the Publication Commit- 
tee can be considered for the award. (2.) Any member 
who has written an article for GP in collaboration 
with a nonmember physician shall not be eligible. 

Ross Laboratories, Columbus, Ohio, is donor of the 
annual award program which is now in its eighth year. 

According to the rules, the following member- 
authors and their contributions are eligible: 


February, 1958 § Are Your Patients Protected ? 
Rosert A. Gerrick, M.D., Delta, 


Ohio 

June, 1958 Afibrinogenemia 
Jerome T. Notan, M.p., Exeter, 
N. H. 

July, 1958 Thyroid Therapy in General 
Practice 


STANLEY R. TRUMAN, M.D., 
Oakland, Calif. 

September, 1958 Circumcision of the Female 
C. F. McDonatp, M.D., Milwaukee, 
Wis. 
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October, 1958 Radwoisotopes and the General 
Physician’ 
I. FROHMAN, M.D., 
Washington, D. C. 
October, 1958 The Uterine Cervix 
Anse. Woopsurn, M.D., Urbana, 
Ohio 
October, 1958 The Generalist Looks at Constipa- 
tion 
W. E. HENRICKSON, M.D., 
Poplar Bluff, Mo. 
November, 1958 More on Skin Diving 
James K. Martins, M.D., Eau 
Claire, Wis. 
December, 1958 Prenatal Care: A Classroom 
Approach 
Georce S. ALLEN, M.D., Louisville, 
Ky. 
December, 1958 Principles and Objectives in the 
Comprehensive Care of Chronic 
Illness 
Eucene J. Rocers, Brooklyn, 
N. Y. 


Twenty Mead Johnson Winners To Be Selected 
February 15 by Award Committee in Kansas City 


Memsers of the Academy’s Committee on Mead Johnson 
Awards for Graduate Training in General Practice will 
meet February 15 in Kansas City to select this year’s 
general practice residency scholarship winners. 

Their job will be to pick 20 winners for the 1959 
scholarships—each to receive $1,000 while taking a 
general practice residency. The residencies will begin 
on July 1. 

Announcement of the winners will be made by the 
committee chairman, Dr. Bernard E. Edwards of South 
Bend, Ind., at 3 p.m. April 7 during the Annual 
Scientific Assembly in San Francisco. 

Meeting with Dr. Edwards in Kansas City will be 
committee members, Dr. Donald Kast, Des Moines, 
Ia.; Dr. R. Adelaide Draper, Dorchester, Mass.; Dr. 
Walter T. Gunn, St. Louis, Mo.; Dr. Earl T. Malone, 
Roswell, N. M. and Dr. Robert E. Verdon, Cliffside 
Park, N. J. 

Established in 1951 by Mead Johnson & Company, 
Evansville, Ind., the program heretofore has annually 
provided $1,000 scholarships to ten interns and resi- 
dents to aid them in taking a residency in general 
practice. Last fall, the number of awards was doubled, 
making a total of 20. 

Interns and young physicians in military service who 
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New reasons why The Protein Age 
calls for leaner Swift’s Meats for Babies 


Recently concluded studies at the University of Rochester show that feeding 
lean strained meats to premature babies resulted in a marked decrease in the 
tendency toward iron deficiency anemia during The Protein Age (baby’s first year). 


Another important finding was that the nu- 
trients of meat, particularly iron, are utilized 
at a far earlier age than has been supposed. 

The first discovery lends strength to the 
“Pyramid of Growth,’’ our symbol which 
dramatizes the role of meat in infant nutrition. 


The other suggests that the growing tendency 
to feed meat earlier 


during The Protein Age bd 
“PERSONALITY GROWTH is soundly based. Wi { 


104°" YEAR 
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will be available to start a general practice residency 
this coming July are also eligible. The winners will be 
selected on the basis of scholarship, professional apti- 
tude and fitness for general practice. 


West Virginia Member Works 12 Hours 
In Coal Mine Following Explosion 


ANOTHER ACADEMY MEMBER, 
this one Dr. James Glass- 
cock of Richwood, W. Va., 
has joined the growing ranks 
of general practitioners who 
have distinguished them- 
selves in time of disaster. 
Immediately following 
the recent coal mine explo- 
sion near Richwood, Mem- 
ber Glasscock took up a 


12-hour duty in mine recess per deep in the gas-filled 
following West Virginia ex- mine. Here for 12 hours he 


plosion. labored— treating the four 
survivors, pronouncing 13 
others dead and treating 
members of the rescue team who were suffering from 
anoxia. 

As the survivors were lifted up to Dr. Glasscock’s 
station, he examined them for fractures that required 
splinting, administered morphine and oxygen when 
necessary and sped them to the surface where another 
general practitioner placed them in ambulances for 
the ten-mile trip to the hospital. 

Two of the survivors suffered chest concussions and 
second- and third-degree burns, another had a chest 
concussion and a fourth suffered a minor fracture of 
the spine. 

Following his ordeal Dr. Glasscock said the im- 
portant consideration had been to speed the survivors 
to a hospital for treatment of postburn infection and 
shock. He has since taken over follow-up treatment 
of the patients at the hospital. 

Dr. Glasscock, who set up private practice in Rich- 
wood 11 years ago, is a graduate of the University of 
Arkansas Medical School. 


James R. Glasscock, M.D. 


AMA Urges Further Expansion of Nation's 
Medical School Facilities, Enrollment 


Atrnoucn American medical colleges had a record 
enrollment of 29,473 students in 1957-58, medical 
schools are being urged to expand and to increase the 
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output of physicians if medicine is to keep pace with 
the nation’s population surge. 

In its 58th annual report on medical education 
American Medical Association’s Council on Medical 
Education and Hospitals pointed to the job that 
colleges and universities face. 

Strides are being made, however, the report showed, 
with 60 of the 85 operating medical schools under- 
going expansion. Forty-nine schools reported major 
developments and changes in their organization, stu- 
dent selection methods, curriculum and financing. 

An estimated $275 million was spent by the schools 
in 1957-58, an increase of 13 per cent. 

There are now 78 approved four-year medical schools 
in the United States, along with four two-year schools 
of basic medical sciences. In addition three new schools 
have provisional approval by the AMA council and 
will be graduating students within the next few years. 

In comparison the report points out that ten years 
ago there were 77 schools, including seven two-year 
schools of basic medical sciences. 

Although still below the peak year of 1955 when 
6,977 physicians were graduated, 1958 provided 6,861 
physician graduates as compared with 1957’s 6,796, 
according to the council. 

The report also covered the number of entering 
freshmen, varying annual cost to a medical student and 
enrollment practices. The 1957-58 year established 
a record with 8,030 entering freshmen. Ten years ago 
the number was 6,487. 

The council found that only seven medical shools— 
all state owned—limit first year enrollment to state 
residents. This means that publicly-owned schools 
have only 9 to 49 per cent of their students from out- 
side the state and that these schools had only one- 
fourth to one-fifth as many applicants as did the pri- 
vately-owned schools. 

The report expressed a hope that state legislators 
and other public officials could cooperate with uni- 
versity and medical school administrators in “bringing 
policies restricting admissions into a more realistic and 
socially useful focus.” 

As for costs per student, the median annual amount 
(including tuition, minimum board, room and supplies) 
was $1,958 in a private school. In a state-owned school, 
the cost was $1,395 to a resident of the state and 
$1,731 to a nonresident. 


Residency Review Committee Selects 
Dr. William Shaw as Chairman-elect 


Dr. WAM J. SHaw, Academy member from Fayette, 
Mo., is the new chairman-elect of the Residency Re- 
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view Committee for Gener- 
al Practice. He was elected 
during the committee’s reg- 
ular fall meeting held dur- 
ing the American Medical 
Association Clinical Meet- 
ing in Minneapoiis. 

The committee consists 
of three members from the 
AMA’s Council on Medical 
Education and three from 
the Academy. The AAGP 
members are Dr. Louis F. 
Rittelmeyer, Jr., the pres- 
ent chairman; Dr. Jesse D. 
Rising and Dr. Shaw. The 
council members are Drs. James M. Faulkner, Andrew 
Bunten and Warde B. Allen. 

Dr. Shaw will succeed Dr. Rittelmeyer as chairman 
at the annual AMA meeting next June in Atlantic City. 

There are now 204 hospitals with approved general 
practice residency programs. At this meeting 47 pro- 
grams were reviewed that had been inspected within 
the last six months—these included 11 new programs. 


William J. Shaw, M.D. 
Will head Residency Review 
Committee for General Prac- 


tice in June. 


American Hospital Association To Set Up 
Listing of Inpatient Care Institutions 


INPATIENT CARE INSTITUTIONS other than hospitals will 
henceforth be listed by American Hospital Association 
just as it does for hospitals, according to Dr. Edwin 
L. Crosby, director of the association. 

The change has been approved by AHA’s board of 
trustees. Dr. Crosby points out that the association’s 
listing program for hospitals has as its primary purpose 
the provision of a census of hospitals, not a measure of 
quality of care. 

Listing requirements for institutions other than hos- 
pitals include the following: 

1. The provision of beds for the care of patients. 

2. State licensure and compliance with local govern- 
mental regulations. 

3. A licensed physician or physicians to “advise on 
medical administrative problems, review the institu- 
tion’s plan for patient care and handle emergencies if 
the patient’s physician is unavailable.” 

4. “Each patient shall be under the care of a duly 
licensed physician, and shall be seen by a physician as 
the need indicates.” : 

Other requirements include the maintenance of 
medical records for each patient, arrangements to pro- 
vide diagnostic services, the supervision of the nursing 
service by a registered nurse or a licensed practical 
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nurse with a registered nurse serving as a consultant, 
and the serving of food which meets the patients’ 
“nutritional and dietary requirements.” 


Copies of Resuscitation of the Newborn 
Manual Available at AAGP Headquarters 


Copies OF THE NEW MANUAL, “Resuscitation of the 
Newborn,” have been provided to the American Acad- 
emy of General Practice for free distribution to chap- 
ters or members requesting them. Members who have 
not already received a copy may do so by writing to 
Academy Headquarters, Volker Blvd. at Brookside, 
Kansas City 12, Mo. 

Through a grant from Mead Johnson & Company, 
the manual was prepared by the Committee on Fetus 
and Newborn of the American Academy of Pediatrics. 
The committee was assisted by representatives of the 
American College of Obstetricians and Gynecologists, 
the American Society of Anesthesiologists and Ameri- 
can Hospital Association. 

A supply of the manual has been provided to all 
the cooperating societies for distribution to their mem- 
bers. In addition to the manual, American Hospital 
Association is distributing copies of a wall placard, 
summarizing the manual, which is suitable for mount- 
ing in the delivery room or nursery area. 


“An examination won't be necessary— 
everything is so obvious.” 
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Medical News in Small Doses: 


As NOMINEE for speaker of the AAPS house of dele- 
gates, Academy Member Thomas L. Dwyer of Mexico, 
Mo. will join AAGP Member R. J. Moorhead of Yazoo 
City, Miss. as an official of the Association of American 
Physicians and Surgeons this year. As announced 
earlier, Dr. Moorhead has been nominated as president- 
elect. In both instances, the nomination is tantamount 
to election. In order to begin holding the annual meet- 
ing in the fall without having to amend the organiza- 
tion’s by-laws, AAPS announces that it will hold two 
annual meetings this year—one on April 2-4 and a 
second one in October. Thereafter the interim session 
will be held in the spring and the annual meeting in the 
fall. .. . Academy Member Leslie A. Moren of Elko, 
Ney. was one of six American physicians who recently 
was on a four-week tour of West Germany as guests of 
that government. The tour was part of an exchange 
program inaugurated in 1952 with the objective of 
giving Americans an opportunity to become acquainted 
with present-day life and institutions in Germany... . 
New Orleans Member Rafael C. Sanchez has been 


named to the board of directors of the Greater New’ 


Orleans Area Unit of American Cancer Society and 
has also been elected to membership in the New Or- 
leans Graduate Medical Assembly. . . . Ground will be 
broken this spring at Bethesda, Md. for the construc- 
tion of the $7 million National Library of Medicine. 
The buildings which will be five stories, cover 232,000 
square feet with three floors below ground level, are 
scheduled to be completed in 1961, the 125th anni- 
versary of the library’s founding. ... Academy Mem- 
ber John B. Cummins, believed to have been the oldest 
practicing physician in the United States, died early 
this year at the age of 100. Dr. Cummins was injured in 
afall about a week before his death. . .. Banquet speaker 
at the 11th annual convention of Arkansas State Prac- 
tice Nurses Association was Dr. R. B. Robins of Cam- 
den, Ark., a member of the AMA board of trustees and 
a former president of the Academy. He spoke on 
current problems in American medicine. . . . Pharma- 
ceutical Manufacturers Association is urging the for- 
mation of a top-level advisory board to advise on gov- 
rmment policies in medical research. It suggests that 
such an advisory body undertake a broad, impartial 
study of the sources of support for medical research— 
government, private industry, voluntary health agen- 
cies and universities and medical centers—to evaluate 
and define their respective roles in the. field of 
medical research and education. . . . USPHS Sur- 
geon General Leroy Burney again appeals for adults 
under 40, as well as children, to get vaccinated against 
poliomyelitis. 
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News from the State Chapters 


OFFICIAL PROCLAMATION of October 19-25 as Family 
Doctor Week in the Empire State focused statewide 
attention on New York chapter’s tenth anniversary 
meeting that week in Rochester. 

Under the stimulus of Dr. G. Alexander Galvin, the 
chapter’s incoming president, Governor Averell Harri- 
man proclaimed Family Doctor Week as a tribute to 
the AAGP chapter. 

Special community programs were planned and 
presented by component chapters throughout the 
state. A series of eight articles entitled, ‘Your Family 
Doctor,” was printed in the Schenectady Gazette. The 
series had been prepared by the public relations com- 
mittee of the local chapter. 

In recognition of the chapter’s desire for the special- 
week designation, Governor Harriman cited the states’ 
“some 10,000 general practitioners conscientiously 
carrying on their traditional role as family doctors 
with all of the miracles of modern medicine at their 
command, devotedly serving the needs of the ailing 
and afflicted day and night . . . This is a fitting occasion 
for all of us to pay tribute to the Chapter for upholding 
high medical standards, and to its members for their 
knowledge, skill and devotion in tending the health 
needs of the whole family.” 

Elaborate plans were carried through at the Roch- 
ester meeting. Special press packets which included 
Delegates Handbooks and publication of 6 x 9 inch 
Daily Bulletins helped provide on-the-spot coverage. 

In addition to a large crowd present for the three- 
day scientific lecture program, over 500 doctors were 
on hand when the congress of delegates convened on 
Sunday, October 19, in the Sheraton Hotel. 

Officers elected at that session included Drs. Louis 
Bush, Baldwin, president-elect; Edward Morgat, 
Niagara Falls, vice president; Raymond S. McKeeby, 
Binghamton, secretary-treasurer and Joseph Naumoff, 
Schenectady, and Frederick Schroeder, Pearl River, 
directors. AAGP delegates are Drs. Samuel H. Garlan 
of New York City and Richard P. Bellaire of Saranac 
Lake. Their alternates are Drs. Garra Lester of 
Chautauqua and Dr. Seymour Fiske of New York City. 

Dr. Galvin of Ithaca succeeded Dr. Fiske as state 
president (see cué). Both men were honored at a ban- 
quet Sunday night, at which several of the past presi- 
dents of the state chapter were present. (See cuts.) 

Dr. Leo Gibson, president of the Medical Society 
of the State of New York, greeted the doctors at the 
opening of their scientific session, calling on them to 
“act ‘as a unit? and to speak ‘with one voice’ on 
issues affecting medicine.” 
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New York Trio—These three played important roles at the tenth 
anniversary meeting of New York chapter in Rochester. Responsible 
for the entire five-day program was General Chairman Charles R. 
Harris, center, Rochester. On the left is the new chapter president, 
Dr. G. Alexander Galvin, Ithaca, who succeeded Outgoing President 
Seymour Fiske, New York City, right. 


Dinner Honor—These New Yorkers gathered at a dinner to honor 
Retiring President Seymour Fiske during the annual meeting in 
Hotel Sheraton, Rochester. Included in the group are the honorees, 
Dr. and Mrs. Seymour Fiske (seated at the head of the table), and 
New President and Mrs. G. Alexander Galvin. 


Empire State Past Presidents—This group of past presidents got to- 
gether at the tenth anniversary meeting in Rochester. Shown, left to 
right: Drs. Samuel A. Garlan, New York City; William G. Richtmyer, 
Albany; William A. Buecheler, Syracuse; Garra L. Lester, Chautauqua; 
Floyd C. Bratt, Rochester; Seymour Fiske, New York City, and 
Richard P. Bellaire, Saranac Lake. Dr. Buecheler, a founder and 
Sirst president of the New York chapter, was given an ovation at the 
opening of the congress of delegates. 
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Opening on a note of achievement, with a sympo- 
sium on the virus diseases and new vaccines, the entire 
scientific program in the Rochester War Memorial 
featured 24 medical authorities. They were Drs. Jacob 
Koomen, North Carolina Department of Health; John 
E. Hotchin, New York State Department of Health; 
Paul Wehrle, Upstate Medical Center, Syracuse, N.Y.; 
David T. Karzon, University of Buffalo; Dane Prugh, 
University of Rochester; Reginald Lourie, George 
Washington University, Washington, D.C.; Albert 
Sullivan, University of Rochester; Barbara Korsch, 
Cornell Medical School and New York Hospital, New 
York City. 

Other speakers were Drs. Karl O. Osborne, Meyer 
Memorial and Buffalo General Hospitals, Buffalo, N.Y. ; 
Albert Snell, University of Rochester; Harry Bacon, 
Temple University; Willard Allen, Washington Uni- 
versity; Edwin C. Hamblen, Duke University ; Charles 
Lloyd, State University of New York and Upstate 
Medical Center ; William Madden, Genesee and Strong 
Memorial Hospitals, Rochester; Alexander Marble, 
Joslin Clinic, Boston; Charles B. F. Gibbs, Rochester 
General and Strong Memorial Hospitals, Rochester ; 
Joseph Izzo, Strong Memorial Hospital; William 
Petry, Park Avenue and Strong Memorial Hospitals; 
George Moore, Roswell Park Memorial Institute, 
Buffalo; William T. Heron, University of Minnesota 
and Edward Lederman, Theodore Mandy and Elmer 
Hofman of Baltimore, Md. 

Topics, covered in individual presentations, moder- 
ated panels, symposiums and audience participation- 
discussions, ranged from viruses to hypnosis—in- 
cluding subjects on skin and eye diseases, proctology, 
hormones, diabetes and cancer. 

On the social side, the state officers’ and delegates’ 
dinner was held on the 20th. The following evening 
was reserved for the annual cocktail party and dinner- 
dance. Entertainment was provided by the Marimba 
Masters, recording artists, and Len Hawley’s orchestra. 
The last day of the session, Thursday, was devoted to 
field trips, either to the Eastman Kodak Park Plant or 
the new pharmaceutical plant of R. J. Strasenburgh 
Company. General Chairman Charles R. Harris, 
Rochester, was in charge of local arrangements. 

There were several special guests at the meeting 
including New York State’s “Outstanding General 
Practitioner of the Year,” Dr. John D. George, Sr., 
and his wife, from Verona. 

Other guests included Academy Executive Secretary 
Mac. F. Cahal and Mrs. Cahal, Kansas City; AAGP 
Past President John R. Fowler and Mrs. Fowler, Barrie, 
Mass. ; Michigan Chapter President Francis P. Rhoades, 
Detroit; Monroe County (New York) Medical Society 
President Arthur Walker and Mrs. Walker, Rochester, 
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and banquet speaker, Dr. Donald R. Anderson, and 
Mrs. Anderson. Dr. Anderson is dean of the school of 
medicine and dentistry, University of Rochester. 

The ladies’ program, under the guidance of Mrs. 
Charles R. Harris and her committee, offered a variety 
of activities. There were two luncheons at the Century 
and University Clubs, a buffet supper for “‘left-alone” 
doctors’ wives and a brunch at the Hotel Sheraton. 
One of the special highlights was a showing of a 
Rudolph Valentino movie in the Dryden Theatre of 
George Eastman House. Another was the tour of the 
School for American Craftsmen at the Rochester 
Institute of Technology. 

The 11th annual meeting will be held October 
18-21, 1959, at the Biltmore Hotel in New York City. 
A 13-day post convention cruise is planned, with the 
West Indies as the destination. 
> The future may well bring with it the medical possi- 
bility of choosing and changing the color of one’s skin, 
hair and eyes, according to Dr. Morris Fishbein of 
Chicago, guest speaker at the recent tenth annual 
meeting of the Missouri chapter in the Chase Hotel, 
St. Louis. (See cut below.) 

The former editor of the Journal of the American 
Medical Association, who spoke at the annual Presi- 
dent’s Installation Banquet during the October 18-19 
meeting, told a dinner group of 200 that it has been 
discovered that one of the hormones of the pituitary 
gland has been shown to stimulate the activity of 
melanocytes, in the pigmented cells, giving color to 
skin, hair and eyes. . 

“If our knowledge of the melanocyte-stimulating 
hormone is carried to its complete conclusion,” Dr. 
Fishbein said, ‘the time may come when pigmentation 
of human beings in red, yellow, brown, black and 
white may be controllable.” 


* Fifty Years of Medical Progress—Dr. Morris Fishbein, former JAMA 


editor, in a speech entitled “50 Years of Medical Progress,” told 
members of the Missouri chapter at their tenth anniversary meeting 
that the future may bring the ability to change the color of our eyes, 
shin and hair permanently. Dr. Fishbein is shown at the speakers 
table at the annual President’s Installation Banquet. To his left is 
Outgoing President Richard R. Becker. 
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While mentioning recent scientific triumphs of the 
present and speculations of the future, Dr. Fishbein 
mainly covered a review of the past medical progress 
of this century, entitling his speech, “Fifty Years of 
Medical Progress.” 

At the same banquet the first annual Missouri Award 
for Outstanding Leadership in the Improvement of 
Health Care was presented to Senator Albert M. 
Spradling, Jr., of Cape Girardeau. The board of 
directors selected the senator from a list of Missourians 
who have made notable contributions to the improve- 
ment of health in the state. 

Senator Spradling was presented the plaque for his 
leadership in behalf of state legislation which (1) 
created the State Mental Health Commission, (2) 
raised the standards of nursing homes by requiring 
licensure, (3) created a bill simplifying and expediting 
the admission of the acutely ill to a state hospital and 
(4) brought up to date the state’s narcotic regulations, 
temporary licensure of physicians and single modern 
medical practice licensing. 

Installed as president at the banquet was Dr. Peter 
V. Siegel of Smithton, who succeeded Dr. Richard R. 
Becker, Kansas City. (See cut.) 

Chosen as other new officers are (see cué): Drs. 
Preston C. Hall, St. Louis, president-elect; William 
C. Allen, Glasgow, vice president; John Pearl, St. 
Clair, secretary-treasurer, and Edward Campbell of 
Cape Girardeau, Clifton Smith of St. Joseph and Wyeth 
Hamlin of Hannibal, directors. 

Delegates to the AAGP are Drs. Norton Eversoll, 
St. Louis, and J. H. Trolinger, Jackson. Their alter- 
nates are Drs. T. L. Dwyer, Mexico and Dr. Becker. 
Dr. Becker, as past president, also becomes chairman 
of the board of directors. 

Education Chairman Wyeth Hamlin of Hannibal 
and his committee were in charge of the program. 

Total registration for the two-day meeting totaled 
600, which included 300 physicians, residents and 
interns; 125 medical students, nurses and technicians, 
and 175 special guests, wives and exhibitors. 

The scientific program, divided into four sympo- 
Slums, presented 18 speakers discussing office pro- 
tedures, gynecology, medicine and pediatrics. 

Members of the symposium on office procedures 
were Drs. C. Read Boles, Washington University, St. 
Louis; F. X. Paletta, St. Louis University; Paul 
Seebohm, State University of Iowa, Iowa City, and 
Sim F. Beam, Washington University. 

Dr. J. S. Roden, University of Missouri, Columbia, 
started the symposium on gynecology. Others were 
Drs. Joseph W. Kelso, University of Oklahoma, Okla- 
homa City; Charles R. Gulick, Washington University, 
St. Louis; H. Close Hesseltine, University of Chicago; 
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Showme President Honored—Dr. Richard R. Becker, Kansas City, 
received a past president’s pin from the new president of Missouri 
chapter, Dr. Peter V. Seigel, Smithton, left. Dr. Becker, as outgoing 
president, becomes chairman of the Missouri board of directors. 


Leaders’ Lineup—New officers and leaders of Missouri chapter 
lined up for this photo at the recent tenth anniversary meeting in 
St. Louis. From left to right they are: Drs. Richard R. Becker, chair- 
man of the board of directors; T. L. Dwyer, alternate delegate to 
AAGP; 3. H. Trolinger, AAGP delegate; Norton Eversoll, AAGP 
delegate; Preston C. Hall, president-elect; William C. Allen, vice 
president; John Pearl, secretary-treasurer, and Wyeth Hamlin, 
director. : 


William H. Masters, Washington University, and 
Joseph A. Hardy, St. Louis University. 

The symposium on medicine consisted of Drs. 
Joseph V. Finnegan, St. Louis University; Bruce E. 
Douglass, University of Minnesota and Mayo Clinic, 
Rochester; Thomas M. Durant, Temple University, 
Philadelphia, and Cyril M. MacBryde, Washington 
University. 

Appearing on the final symposium on pediatrics 
were Drs. Katharine Dodd, University of Louisville, 
Louisville, Ky.; Robert L. Jackson, University of 
Missouri, Columbia; Joseph A. Johnston, Henry Ford 
Hospital, Detroit, Mich., and Peter G. Danis, St. 
Louis University. 

The 11th annual meeting of the Missouri chapter 
is scheduled in St. Louis at the Chase Hotel, on 
November 7 and 8. 
> The donation of a site for a future state headquarters 
building was one of the highlights of the Louisiana 
chapter’s 12th annual meeting in Alexandria. 

The deed to the 120-foot plot, which has frontage 
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on the newly-proposed express highway through New 
Orleans, was presented to the retiring chapter presi- 
dent, Dr. Julius W. Daigle, of Paincourtville by Mr. 
J. Folse Roy, Jefferson parish realtor. The presenta- 
tion was made in memory of Mr. Roy’s father, Alphonse 
Kenison Roy. 

Another high spot in the program, which was held 
at Hotel Bentley October 21-23, was the installation 
of officers by Dr. Fount Richardson, Academy presi- 
dent-elect from Fayetteville, Ark. Dr. Richardson also 
was the keynote speaker at the annual banquet. 

Installed by Dr. Richardson as new president was 
Dr. Esmond A. Fatter, New Orleans. Other new 
officers taking office included: Drs. J. W. Crookshank, 
Lake Charles, president-elect ; J. J. Massony, Westwego, 
first vice president; B. M. Woodard, Lake Charles, 
second vice president; F. I. Nicolle, New Orleans, 
secretary and M. D. Robinson, Denham Springs, 
treasurer. (See cut.) 

Banquet Speaker Richardson spoke to the group 
about the need for more trained young general practi- 
tioners and how the national academy and state 
chapters can work more effectively to attain this goal. 

Approximately 125 physicians and 50 wives and 
guests attended the meeting. There were 54 technical 
and two scientific exhibits. Nine medical speakers gave 
presentations on heart disease, pregnancy, myocardial 
infarction, steroids, hypnosis, neurology, infant ill- 
nesses, brain tumors, pediatrics and postgraduate 
training and the preceptorship program. 

Speakers were Drs. Don W. Chapman, Baylor Uni- 
versity; Isadore Dyer, Tulane University; William W. 
Frye, Louisiana State University School of Medicine; 
Jose Garcia-Oller, Charity and Mercy Hospitals, New 
Orleans; Seymour Hershman, secretary of American 
Society of Clinical Hypnosis ; Maxwell E. Lapham, dean 
of Tulane University School of Medicine; E. Sinks 
McLarty, director of preceptorship program, Univer- 
sity of Texas Medical Branch, Galveston; F. Michael 
Smith, Jr., past president of Lafourche Parish Medical 
Society, and Ellard M. Yow, Baylor University. 

Among the many social events at the meetings were 
a past presidents’ breakfast, a barbecue and dancing 
toa country band at the Kiwanis Club camp (special 
feature included the wearing of blue jeans for the men 
and gingham dresses for the ladies), a pre-banquet 
cocktail party and a dinner-dance in the Hotel Bentley. 

Convention chairman was Dr. Francis M. Brian, 
president of the Rapides Parish Medical Society. 

Highlight of the ladies’ activities was the installation 
luncheon which also honored the past president of the 
women’s auxiliary, Mrs. Luis R. Oms. New president 
is Mrs. Esmond A. Fatter. Chairman of the women’s 
prograin was Mrs. Milton Honigham, 
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Lovisiana Leaders—With gavel in hand, the new president of 
Louisiana chapter, Br. Esmond A. Fatier of New Orleans, left, joins 
the other newly-installed officers who were elected at the recent 12th 
annual meeting in Alexandria. The leaders are, left to right: 
Dr. Fatter, Drs. J. W. Crookshank, Lake Charles, president-elect; 
J. J. Massony, Westwego, first vice president; B. M. Woodard, Lake 
Charles, second vice president; F. |. Nicolle, New Orleans, secretary, 


and M. D. Robinson, Denham Springs, treasurer. 

> With a war whoop and dressed in full Indian chief 
regalia, the new. president of Minnesota chapter, Dr. 
John G. Lohmann of Pipestone, burst in on the annual 
banquet at the recent state meeting in Rochester to 
present an authentic Indian peace pipe to Past Presi- 
dent Robert O. Quello, Minneapolis. (See cut.) 

Dr. Lohmann was accompanied on his “raid” by his 
wife, also dressed in Indian costume. They live near 
the famed Pipestone Quarries National Monument in 
southwestern Minnesota, where for centuries the In- 
dians there have made peace pipes for intertribal 
meetings. 

Other new officers who were elected and installed 
at the eighth annual fall refresher meeting October 21, 
22 in the Mayo Civic Auditorium included Drs. Cyril 
R. Tifft, St. Paul, president-elect; H. L. Huffington, 
Waterville, vice president; Duanne Olson, Gaylord, 
speaker of the house, and William Watson, St. Paul, 
vice speaker. (See cut.) Dr. Paul Linner, St. Paul, was 


Minnesota “Indians” Pass Peace Pipe— These two Minnesota “Indi- 
ans,” new Chapter President and Mrs. John G. Lohmann of Pipestone, 
are shown at the annual fall refresher program giving a genuine 
Indian peace pipe to Outgoing President Robert O. Quelle and 
Mrs. Quello. 
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1956. 
6. Janssens, J.: Le Scalpel 


111:69, 1958. 
Theextraordinary water-soluble dermatologic corticoid, MAGNACORT, 6. Bereston, E. S.: Clinical 
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superior control of inflammatory and/or infectious dermatoses,?* 
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re-elected secretary-treasurer. Delegates to the AAGP 
will be Dr. Herman Drill, Hopkins, chairman of the 
scientific program for this year’s San Francisco meet- 
ing, and Dr. James Cosgriff, Jr., Olivia. 

Guest speaker at the banquet was Dr. Irv Wermont, 
Boston, a psychologist who spoke on “Psychology in 
Action” and gave a practical demonstration of the 
power of concentration. 

Included in the scientific program were hospital 
rounds, taken at the Mayo Clinic in Rochester. 

Four medical films were shown during the Fall 
Refresher. They were entitled ““Venostomy, An Im- 
proved Cutdown Procedure in Infants and Children,” 
“Home Treatment of Arthritis,” ‘Technique of 
Proctoscopy”’ and “Physical Therapy for Periarthritis 
of the Shoulder.” 

Speakers and topics during the two-day session 
were: Dr. R. D. Pruitt, “Origin of Cardiac Failure” ; 
Dr. R. W. Gifford, Jr., “Balancing the New Hyperten- 
sion Drugs”; Dr. Gordon Martin, ‘Positive Indica- 
tions for Office Physiotherapy”; Dr. H. H. Young, 
“The Practical Use of Disability Ratings”; Dr. J. E. 
Geraci, “Antibiotics: A Critical Survey of the Past Two 
Years” and Dr. F. R. Keating, Jr., “Modern Clinical 
Tests of Thyroid Function.” 

Also, Dr. J. G. Ruston, “Office Diagnosis of Head- 
ache” ; Dr. E. H. Rynearson, ‘‘Hyperinsulinism Versus 
Chronic Hypoglycemia”’; Dr. E. H. Soule, “The ‘Pap’ 
Smear—A Present Day Must”; Dr. L. A. Smith, 
“Enigmas in Upper Abdominal Pain”; Dr. M. B. 
Coventry, “The Use of Basic Facilities for Modern 
Emergency Care”; Dr. J. A. Spittel, Jr., “‘What’s New 
With Anticoagulants” and Dr. R. W. Hollenhorst, 
“Why Not Use Your Ophthalmoscope.” All these 
doctors were from Rochester. 

Members of a panel on “Cardiopulmonary Emergen- 
cies in Medicine, Obstetrics, Pediatrics and Surgery” 
were Drs. R. D. Miller, J. E. Faber, P. A. Ongley and 
J. H. Pratt, also from Rochester. 

Dr. Warren Lawson, Minneapolis, spoke on “Poison 
Centers in Minnesota.” Mr. B. B. Markham, Minneap- 
olis attorney of ‘Foley Case” fame was the luncheon 
_ that day, discussing “A Medicolegal Prob- 
em.” 

Included in the business transacted by the Minnesota 
chapter’s board of directors, was a motion that Medical 
Diggings, official chapter publication, be published 
bi-monthly, six times yearly, and include advertising. 
It will be managed by an executive editor, Mr. A. 
Beedon who is from Macalester University., 
> AAGP Board Chairman John G. Walsh, Sacramento, 
Calif., was the opening-day luncheon speaker at Oregon 
chapter’s 11th annual scientific session, held October 
16 and 17 in Portland. (See cut.) 
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Minnesota Quartet—Captured by the camera at their recent Rochester 
meeting, were these four Minnesota officers. Left to right they are 
Drs. William H. A. Watson, St. Paul, vice speaker of the house of 
delegates; Robert O. Quello, Minneapolis, past president; John 
G. Lohmann, incoming president, and Duane Olson, Gaylord, speaker 
of the house of delegates. 


Dr. Walsh, speaking at the Multnomah Hotel, chose 
as his topic “Proper Relationship Between the Med- 
ical Profession and the Third Party.” 

Registered attendance at the meeting—a total of 241 
physicians and 34 medical students—so far exceeded 
estimates that additional registration cards and badges 
had to be purchased. 

Preceding the scientific program, election of officers 
resulted in the following: Dr. Robert H. Tinker, Port- 
land, president; Dr. Stanley A. Boyd, Portland, presi- 
dent-elect; Dr. Murdoch E. McIntyre, Eugene, vice 
president; Dr. Dwight H. Findley, Medford, director 
and Dr. Bernard P. Harpole, Portland, an AAGP dele- 
gate. Dr. Tinker is his alternate. 

Outgoing president, Dr. Bertram L. Trelstad, Silom, 
received a plaque from Dr. Tinker at the annual ban- 
quet (see cut) on Thursday evening. Banquet guest, Dr. 
Fred MacD. Richardson, Philadelphia, spoke to the 
doctors and their wives on “The Future of General 
Practice.” (See cut.) Dr. Richardson is coordinator of 
Pennsylvania Hospital’s Continuation Education Pro- 
gram. 

Fourteen scientific lectures were presented during 
the two-day program. Speakers and their topics in- 
cluded Drs. George J. Schunk, University of Oregon, 


Chairman Walsh Addresses Oregonians—AAGP Board Chairman 
John G. Walsh, Sacramento, Calif., was key speaker at the opening- 
day luncheon of Oregon chapter’s 11th annual meeting. Shown at 
the head table are, left to right, Dr. Bertram L. Trelstad, immediate 
past president; Dr. Walsh; Dr. Robert H. Tinker, new chapter president, 
and Dr. Stanley A. Boyd, new president-elect. 
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calms the patient under stress 


Rautensin provides a smooth, gradual and sustained reduction of blood 
pressure without sudden rebounds or abrupt declines.! Rautensin’s tran- 
quilizing properties calm the tense and anxious hypertensive without 


impairing alertness, without producing excessive lethargy or drowsiness. 


The risk of Rauwolfia-induced depression is markedly reduced since the 
alseroxylon fraction alone is used.? Even on long-term administration side 


actions “...are either completely absent or so mild as to be inconsequential.”” 


Rautensin’ 


Each tablet contains 2 mg. of the purified alseroxylon 
complex of Rauwolfia serpentina 
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A. R.: Brit. M. J. 2:1011 (Nov. 3), 1956. 3. Terman, L. A.: Illinois M. J. 3:67, 1957. 


SMITH-DORSEY « a division of The Wander Company e¢ Lincoln, Nebraska 


GP Volume XIX, Number 2 


a 
4 
al 
L 
[ 
t 
| 
a 
\ 
| 
| 
242 


“Pediatric Allergies” ; Bertram L. Trelstad, past presi- 
dent of Oregon chapter, ‘Treatment of Plantar Warts 
and Keratosis” ; John Armes Gius, State University of 
lowa, ‘Treatment of Breast Diseases: Some Contro- 
yersial Issues” ; Toshio Inahara, University of Oregon, 
“Peripheral Vascular Disease”; Joseph E. Nohlgren, 
University of Oregon, “Recognition of Gross Surgical 
Pathology” ; Laurence R. Langston, University of Ore- 
goa, “Treatment of Hand Injuries” and Abou D. 
Pollack, Johns Hopkins University, “Lupus Erythe- 
matosis.”” 

First speaker on the second day’s program was Dr. 
Millard S. Rosenblatt, University of Oregon, who spoke 
on “Hernia Repair.” Other speakers and their sub- 
jects were: Drs. Richard J. O’Shea, Oswego, Ore., 
“Hazards of Tonsillectomy”; Thomas Holmes, Uni- 
versity of Washington, ‘How To Be Sick Successfully” ; 
Bernard Pirofsky, University of Oregon, ‘Practical 
Consideration of Anemia”; Ivan I. Langley, Portland, 
“Diagnosis of Carcinoma of the Cervix”; Howard L. 
Cherry, University of Oregon, ‘Fracture Session” and 
E. Grey Dimond, University of Kansas, “Exercise 
Electrocardiogram As An Office Procedure.” 

A full social program was planned for both the mem- 
bers and their wives. Before the annual banquet there 
was a cocktail party in the hotel’s Grand Ballroom 
(see cut). For the ladies there was a -buffet luncheon 
and fashion show. Following the official program there 
was an annual golf tournament at the Columbia Edge- 
water Country Club, with competition for the Boyle 
Perpetual Trophy. 

Program chairman for the meeting was Dr. Robert 
H. Tinker. The chairman of the committee on social 
arrangements for the ladies program was Mrs. Bertram 
L. Trelstad. 
> At their tenth anniversary meeting in Atlanta, 
October 15-16, members of the Georgia chapter heard 
Dr. Norman R. Booher speak on “The American 
Academy of General Practice After Ten Years.” 

Dr. Booher, AAGP director from Indianapolis, Ind., 
told the group that the family doctor is on the increase, 
despite the one-time fear of many that his functions 
would be completely taken over by specialists. 

In addition to Dr. Booher, another special guest 
was the banquet speaker, Mr. Arch R. Maulsby. Mr. 
Maulsby, an “economist of the short-haired variety,” 
presented a humorous and informative lecture. 

Some 200 physicians attended the two-day session, 
at which new officers were elected and installed. Tak- 
ing over as president is Dr. Sage Harper of Douglas, 
who succeeds Dr. Fred H. Simonton of Chickamauga. 
President-elect is Dr. Ben Looper of Canton and vice 
president is Dr. Joseph B. Mercer, Brunswick. Dr. C. 

M. Templeton of Augusta is an AAGP delegate. Drs. 
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From the Present to the Past—Oregon’s newly-installed president, 
Dr. Robert H. Tinker, Portland (left), presents a plaque of apprecia- 
tion to Dr. Bertram L. Trelstad, Salem, the retiring president. The 
presentation was held at the annual banquet. 


Annual Banquet for Beaver State Members— Shown at the top tier of 
the head table at the annuat Oregon banquet are, left to right, 
Dr. Fred] MacD. Richardson, Philadelphia, banquet speaker; 


Dr. Bertram L. Trelstad, past president; Mrs. Trelstad; Dr. Stanley A. : 


Boyd, new president-elect; Mrs. Boyd; Dr. John O. Milligan, Seattle, 
member of AAGP Commission on Hospitals; Mrs. Werner E. Zeller 
and Dr. Zeller, president of Multnomah County Medical Society. 


Social Semicircle—Three past presidents of Oregon’s chapter and 
their spouses were snapped in this group at the recent state meeting. 
Left to right are Dr. and Mrs. Raymond M. Reichle, Mrs. Robert 
W. Kullberg, Mrs. Bernard P. Harpole, Dr. Kullberg, Mrs. Werner E. 
Zeller, Dr. Zeller and Dr. Harpole. Drs. Reichle, Kullberg and Harpole 
are all past chapter presidents. Dr. Zeller, banquet guest for the meet- 
ing, ts president of Multnomah County Medical Society. 
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in angina pectoris... adaptable prophylaxis 


patient: Mary M. (homemaker) 


problem: Anginal attacks and low 
exercise tolerance left her with 
chores undone, family relation- 
ships disrupted. 


solution: Peritrate (20 mg.) sub- 
stantially reduced attacks, im- 
proved exercise tolerance. 
Peritrate with Nitroglycerin, p.r.n., 
takes care of occasional “anginal 
breakthrough,” relieves the acute 
attack, and provides additional 
Peritrate for increased protection. 


patient: Sam L. (salesman) 


problem: Despite increased nitro- 
glycerin intake (10-15 tablets per 
day), attacks were becoming mor 
frequent, more severe. 


solution: Peritrate (20 mg.) q.i.d. 
reduced the number and severity of 
attacks and the need for nitroglyc- 
erin. In special stress situations, 
he carries sublingual Peritrate 
with Nitroglycerin to relieve the 
acute attack and provide addition- 
al Peritrate for more protection. 


patient: Adam J. (lawyer) 


problem: Fear of attacks was forc- 
ing him into semi-retirement. 


solution: Peritrate (20 mg.) all but 
eliminated attacks, restored faith 
in ability to work without serious 
consequences. Patient carries 
Peritrate with Nitroglycerin as 
companion therapy for stress situ- 
ations: Trial days, irate clients, 
prolonged proceedings. 
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R. D. Walter, Calhoun, and Fred Simonton are alter- 
nate delegates. New members of the board of directors 
are Drs. Howard C. Derrick, Lafayette; Charles S. 
Britt, Brunswick, and W. C. McCarver, Gainesville. 

The scientific program consisted of nine presenta- 
tions by such outstanding authorities as Drs. Robert 
N. Creadick, Durham, N. C.; Julian P. Price, Florence, 
§ C., and John J. Bonica, Tacoma, Wash. 
> Dr. Joseph P. Wilson, Moscow, was recently installed 
as new president of the Idaho chapter, at its seventh 
annual meeting in Boise. Also elected at the October 

meeting were Drs. Arch T. Wigle, Pocatello, presi- 
dent-elect; Walter W. Wilson, Coeur d’Alene, secre- 
fary-treasurer; Aldon Tall, Rigby, and Emory Soule, 
§. Anthony, AAGP delegates, and Louis F. Lesser, 
Boise, alternate delegate. Dr. Lesser, overall chairman, 
is Outgoing president. (See cut.) 

More than 60 physicians attended the two-day 
symposium in the Hotel Boise, the highlight of which 
was a speech by banquet speaker, Dr. R. B. Robins, 
Camden, Ark. The former AAGP president and pres- 
ent member of the AMA board of trustees spoke on 
“Current Problems in American Medicine.” 

The scientific program was centered mainly on the 
topics of neurologic and psychiatric disorders likely to 
be seen by the physician in general practice. 

The first guest speaker to appear on the program 
was Dr. Chester Swinyard, department of physical 
medicine and rehabilitation, New York University. 
His topics were “Diagnosis and Management of In- 
fantile Muscular Atrophy,” ‘Anatomic Considerations 
of Importance in the Diagnosis of Muscular and 
Neuromuscular Disease,” “Cerebral Palsy— Anatomic 
Basis of Clinical Classification” and ‘Classification and 
Problems of Rehabilitation of Progressive Muscular 
Dystrophy.” 

Others who spoke included: Dr. William W. Hoff- 
man, associate professor of neurology, Stanford Uni- 
versity—“'What Can Laboratory Studies Offer in 
Neurology,” “‘When is a Stroke Not a Stroke,” “‘Tech- 
nique of Neurologic Examination” and ‘‘How to Make 
Sense of the Neurologic Examination”; Dr. Stuart 
Knox, associate clinical professor of psychiatry, College 
of Medical Evangelists—‘‘A Pattern for a Brief Psychi- 
atric Examination,” ‘Demonstration of the Psychiatric 
Evaluation of a Patient,” ‘Understanding the Emo- 
tional Factor in Patient’s Problems” and ‘Psychiatric 
First Aid— Techniques of Management of Emotionally 
Induced Symptoms.” 

Another guest speaker was Dr. M. Erik Wright, pro- 
fessor of psychology, University of Kansas and professor 
of psychiatry, University of Kansas Medical Center— 

“The Doctor as a Basic Medication,” ‘The Physician- 
Patient Relationship as a Therapeutic Tool,” ‘Basic 
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Idaho Hosts Guest Lecturers—Dr. Louis F. Lesser, Boise (right), im- 
mediate past president of Idaho chapter, acted as host to the guest 
speakers at its seventh annual meeting in Boise. The lecturers are, 
left to right, Drs. Stuart Knox, College of Medical Evangelists; 
M. Erik Wright, University of Kansas; 8. B. Robins, past AAGP 
president, Camden, Ark.; William W. Hoffman, Stanford Uni- 
versity; Chester Swinyard, New York University, and Dr. Lesser. 


Concepts of Hypnosis” and “Hypnosis and Medical 
Practice.” 

Dr. Robins was also a guest speaker at the noon 
luncheon the first day; his topic was “Medical Philos- 
ophy in Economics.” 

A cocktail hour preceded the annual banquet and 
dance, held in the Crystal Ball Room. For the ladies 
there was a special brunch held in the home of the 
chapter’s retiring president, Dr. Lesser. 

Final order of business was the selection of the next 
annual meeting date—October 15-16 in Moscow. 
> The greatest enemy facing the American people to- 
day is the attitude of indifference and complacency 
toward government, according to South Carolina’s U. 
S. Representative William Jennings Bryan Dorn, who 
was guest luncheon speaker at the South Carolina 
chapter’s tenth annual meeting in Clemson. 

Representative Dorn stated that “government is to 
serve the people but not to support them,” and told 
the 200 assembled physicians and guests that the pres- 
ent need is to educate the youth of today as to the 
functions, purposes and members of the local, state and 
national governments. He spoke out strongly against 
pressure groups wielding strong power in Washington. 

Another key speaker at the two-day meeting in the 
Clemson House, October 9-10, was Academy President 
Holland T. Jackson, who spoke at the annual banquet. 

Taking office as president at this anniversary meet- 
ing was Dr. I. Ripon Wilson, Jr., Charleston, who 
succeeds Dr. Homer M. Eargle of Orangeburg. (See 
cut.) Election of officers at this meeting showed these 
results: Drs. William T. Hendrix, Spartanburg, presi- 
dent-elect ; William A. Stuckey, Sumter, vice president 
and Horace M. Whitworth, Greenville, secretary- 
treasurer. New members of the board of directors are 
Drs. R. E. Quinn, Georgetown; R. A. Johnson, St. 
George, and Frank C. Owens, Columbia. 

Drs. Charles N. Wyatt, Greenville, and Harold E. 
Jervey, {r., Columbia, were re-elected as national dele- 
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gates. Their alternates are Drs. T. A. Timmons of Lake 
City and George W. Price of Spartanburg. 

Nine outstanding medical men appeared on the 
scientific program, covering topics on childhood sei- 
gures, heart disease, oral hypoglycemic agents, aortic 
stenosis, diabetes, back and hip disabilities, glaucoma, 
pregnancy complications, ulcers and fibrocystic disease 
and cancer of the breast. 

Leading off the program was Dr. Weston M. Kelsey, 
Bowman-Gray School of Medicine, Winston-Salem, 
N. C. His colleagues included: Drs. Benjamin Man- 
chester, George Washington University School of Med- 
icine, Washington, D. C.; Leo P. Krall, Joslin Clinic, 
Boston, and USPHS; Peter C. Gazes, St. Francis 
Xavier Infirmary, Charleston ; Austin T. Moore, Colum- 
bia; and Clay W. Evatt, Arthur L. Rivers, John T. 
Cuttino and William H. Prioleau, Medical College of 
South Carolina, Charleston. 

A tour of historic Calhoun Mansion and the College 
Campus was scheduled for the ladies’ program. Two 
morning bridge parties were also on the agenda. Gen- 
eral chairman of the Ladies’ Entertainment Committee 
was Mrs. Lee W. Milford, Clemson. 

The 1959 South Carolina chapter meeting is set for 
October 1 and 2, again in Clemson. 
> New officers for the Tar Heel State were elecied at 
North Carolina’s tenth anniversary meeting, held 
jointly with the Sixth District Medical Society at the 
Hotel Washington Duke in Durham. 

President is Dr. Charles H. Pugh of Gastonia, suc- 
ceeding Dr. Charles T. Wilkinson of Wake Forest. 
Other officers installed at the October meeting were 
Drs. Ralph Garrison, Hamlet, president-elect; Glenn 
E. Best, Clinton, vice president; John R. Bender, 
Winston-Salem, secretary-treasurer, and W. A. Sams, 
Marshall, national delegate. (See cut.) 

Featured on the scientific program were presenta- 
tions by Duke and University of North Carolina phy- 
sicians. First speaker was Dr. Robert Ross, University 
of North Carolina, speaking on ‘Functional Bleeding 
Diagnosis and Treatment.” Drs. Bayard Carter and 
Kenneth Cuyler of Duke discussed ‘Early Diagnosis 
and Evaluation of Cancer of the Cervix.” ‘Hypnosis 
in Obstetrics” was the topic of Dr. Charles Flowers of 
the University of North Carolina. 

Dr. George Silver of Duke began the first afternoon 
session with a discussion of ‘Tranquilizers—Uses and 
Abuses.”” Next was Dr. James Woods of the University 
of North Carolina, speaking on ‘Evaluation of Various 
Agents New and Old in Treatment of Hypertension.” 
Dr. William Nicholson of Duke chose as his topic 
“Hypoglycemic Agents.” 

Speaking on the next day’s program was Dr. Doris 
Howell of Duke, her topic was “Anemias and Leuke- 
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South Carolina Selects Wilson—Dr. |. Ripon Wilson, Jr., Charleston, 
left, was installed as president of South Carolina’s chapter at its 
tenth anniversary meeting. He succeeds Dr. Homer M. Eargle, 
Orangeburg, right, immediate past president. In the center is 
Dr. Horace M. Whitworth, Greenville, secretary-treasurer. 


mias of Children.” Dr. John Overman of Duke spoke 
on “Present Status of Immunology in Children” and 
Dr. John Arnold of the University of North Carolina 
chose as his topic “Acute Respiratory Infections in 
Children, Diagnosis and Treatment.” In the afternoon 
Drs. George Penick and John Arnold of the University 
of North Carolina presented a joint ‘discussion on 
*“Gastro-intestinal Problem and Hemorrhage.” 
Honored at the annual banquet, which was followed 
by an evening of dancing, was Past President Wilkin- 
son. Talks were given by Dr. Lenox D. Baker, Durham, 
president of the North Carolina Medical Society; Dr. 
Isaac Manning, Durham, outgoing president of the 
sixth district organization, and Dr. Wilkinson. 
> Four symposia covering psychiatry in general prac- 
tice, anticoagulant therapy, disaster planning and 
increasing the cancer cure rate were on the program 
of the Florida chapter’s ninth annual scientific meet- 


To Lead Tar Heel State—These four officers were installed at the 
recent tenth anniversary meeting of the North Carolina chapter in 
Durham. Left to right, they are: Drs. W. A. Sams, Marshall, AAGP 
delegate; Ralph Garrison, Hamlet, president-elect; Charles Pugh, 
Gastonia, president, and John R. Bender, Winston-Salem, secre- 
tary-treasurer. 
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ing, held October 30—November 1 in West Palm Beach. 

The scientific program began on Friday with Dr. 
Richard W. Anderson speaking on “Screening and 
Placement of Patients with Psychiatric Disorders.” 
Next speaker was Dr. Zack Russ, Jr., who discussed 
“Management of Psychiatric Disorders in a General 
Practice.” ‘A Detailed Look at the Follow-up Program 
of Patients on Trial Visit From the State Hospital” 
was the topic of Melvin P. Reid, Ph.D. 

Afternoon speakers appearing on the anticoagulant 
therapy symposium included Drs. William T. Foley, 
“The Present Status of Anticoagulant Treatment of 
Cerebral Vascular Lesions” ; E. Sterling Nichol, “Value 
of Long Term Anticoagulants in Coronary Athero- 
sclerosis” and Jack P. Whisnant, ‘Experimental Cere- 
bral Infarction and Anticoagulant Therapy.” — 

Dr. J. Rocher Chappell was the first speaker on the 
disaster planning symposium, speaking on “‘Over-all 
Disaster Planning.” ‘Radiation Effects and Their 
Management” was discussed by Col. Clinton S. Maupin 
(MC). Final symposium member was Col. Joseph R. 
Shaeffer (MC), ‘“Thermal and Blast Injuries.” 

Speaking on “Clinical Application of the Vaginal 
Smear Test,”” Dr. Emerson Day was the first member 
of the symposium on Increasing the Cancer Cure Rate. 
Next was Dr. Harry W. Southwick, “New Concepts in 
Management of Cancer of the Head and Neck.” “Can- 
cer of the Colon and Rectum—Significance of the 


Polyp” was covered by Dr. Michael R. Deddish, as the - | * 


final individual presentation on the program. 


A cocktail party and the annual banquet and dance 


completed the program. 


“He just can't forget that bit part in ‘Medic’!” 
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CONTINUED FROM PAGE 37 


On the Calendar 


*Classified by the Commission on Education as acceptable for 
postgraduate study credits under Category I. Members should 
report actual hours of attendance. Maximum hours listed when 
available. 


*Mar. 7. University of Oklahoma, 11th annual review, obstet- 
rics-gynecology, Oklahoma City. (8 hrs.) 

*Mar. 11. University of Oklahoma, course on advances in the 
diagnosis and management of common allergic dis- 
orders, Oklahoma City. (4 hrs.) 

*Mar. 11-12. University of Louisville and the Heart Association of 
Louisville and Jefferson County, fifth annual symposium on 
cardiovascular disease, Brown Hotel, Louisville. (11 hrs.) 

*Mar. 11-12. University of Buffalo, course on obstetrics, Buf- 
falo, N. Y. (14 hrs.) 

*Mar. 12-13. University of Oklahoma, ophthalmology-cto- 
laryngology symposium, Oklahoma City. (8 hrs.) 

*Mar. 14. University of Minnesota, course on trauma for gen- 
eral physicians, Minneapolis. (7 hrs.) 

*Mar. 16-20. University of Michigan, course in pulmonary dis- 

. eases, University Hospital, Ann Arbor. (30 hrs.) 

*Mar. 17-19. Indiana chapter, annual meeting, Murat Temple, 

Indianapolis. 


’ *Mar. 19. Greater Kansas City chapter, Wyandotte (Kansas) chap- 


ter and University of Kansas School of Medicine, course on 
modern medicine, University of Kansas Medical Center, 
Kansas City, Kan.(4 hrs.) 

*Mar. 19-21. Section of G I Practice, British Columbia Divi- 
sion, Canadian Medical Association, seventh annual sci- 
entific session, Harrison Hot Springs Hotel, Harrison 
Hot Springs, British Columbia. 


* *Mar. 23-24. University of Kansas School of Medicine and Kansas 


Medical Society, course on cardiac auscultation, Univer- 
sity of Kansas Medical Center, Kansas City, Kan. (12 
hrs.) 

*Mar. 23-24. University of Kansas School of Medicine and Kan- 
sas Medical Society, course on pediatrics, University of 
Kansas Medical Center, Kansas City, Kan. (14 hrs.) 

*Mar. 23-27. University of Michigan, course on recent advances 
in therapeutics, University Hospital, Ann Arbor. (31 
hrs.) 

*Mar. 25-27. University of Buffalo, course on allergy, Buffalo, 
N. Y. (21 hrs.) 

*Mar. 30-Apr. 3. University of Michigan, course on diseases 
of blood and blood-forming organs, University Hospital, 
Ann Arbor. (32 hrs.) 

*Mar. 30—Apr. 3. University of Minnesota, course on basic con- 
cepts of water and electrolyte balance for general practi- 
tioners, Minneapolis. (33 hrs.) 

*Mar. 31-Apr. 1. University of Indiana, symposium on malig- 
nancy, Indianapolis. (8 hrs.) 

Apr. 1-4. State Anesthesiology Societies of California, Oregon, 
Washington, Arizona and British Columbia, 1959 biennial 
western conference on anesthesiology, Phoenix, Ariz. 
(24 hrs.) 

*Apr. 6-9. American Academy of General Practice, 11th Annual 
Scientific Assembly, Civic Auditorium, San Francisco. (15 
hrs.) 

*Apr. 13-14. AAGP Invitational Scientific Congress, Honolulu, 
Hawaii. 
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Diabetes and Space Share Spotlight on Last Day of San Francisco Program 


HE FIRST SESSION of the final day’s program in San 
ancisco next April will be devoted to a three-topic 
Symposium on the still-vital subject of diabetes. The 
frst of these subjects has been titled “Living With 
Diabetes,” and will be presented by Dr. Richard M. 
Johnson, assistant professor of clinical medicine at the 
University of Southern California. 

Living with diabetes is a considerably easier process 
than it was a generation ago, but the disease still poses 
problems for patient, family and doctor. In this discus- 
Sion the various diets, the influence of exercise, regular 
habits of eating, living and self-control will be empha- 
sized. 

Metabolic aids, such as insulin, the newer blood 
| Sugar lowering agents, vitamins and other hormones 
Will be reviewed. Some brief mention will be made on 
the tests for adequate control and of the determinants 
im the selection of insulin or other medicaments. An 
illustrative case will be presented. 

Dr. Johnson is one of the country’s recognized 
@uthorities on endocrinology, metabolic diseases and 
human nutrition. The American Association for the 
Advancement of Science, the Endocrine Society, the 
Central Society of Clinical Research and the American 
Bociety of Geriatrics are listed among his professional 
aliations. 

His teaching record includes the University of Min- 
iesota, Wayne University and Jefferson Hospital in 
Philadelphia. He has held his present post for some 
Hf years, and during his career has made over a score 
@ contributions to the professional literature. 


Diabetes Management 


The second morning speaker will be Dr. B. E. 
Lowenstein, senior physician and chief of the section 
endocrinology and metabolism at the Fort Howard, 
pmd., Veterans Hospital. Following graduation from 
Mollege of Physicians and Surgeons in 1942, Dr. 
Lowenstein did research and taught successively at 
New York University, New York Postgraduate Hos- 
pital, Harvard and Peter Bent Brigham Hospital, and 
Mm the department of physiology at Yale Medical 
Schooi. 

From 1946 to 1952 he was in private practice in New 
Mork City, serving at the same time as associate in 
Physiology and biochemistry at New York Medical 
Mollege. From there he went to Florida where he 
Became research assistant professor of physiology at 
fie University of Miami, and chief of metabolic service 
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at Dade County Hospital. He also continued in private 
practice until his present appointment in mid-summer 
of last year. Dr. Lowenstein has over two dozen scien- 
tific papers to his credit. 

Dr. Lowenstein’s subject will be “New Concepts in 
the Management of Diabetes.” He points out that 
sugar per se is no longer the diabetic’s boogey man, 
since both hyperglycemia and glycosuria appear to be 
harmless in the absence of ketosis. Indeed, with the 
eradication of acetonuria, hyperglycemia assumes a 
compensatory safety role, accelerating glucose com- 
bustion while it protects against insulin shock. Present 
thinking assigns the villain’s role of contributory 
etiologic agent in diabetes (as in atherosclerosis) to 
excessive dietary fat. 

This discussion will therefore describe high protein 
diets, limited in fat, with carbohydrates adequate both 
for energy expenditure and protection against cellular 
protein destruction. Preferential use of fructose will be 
explained, with consideration of brewer’s yeast and 
pancreatin as dietary supplements. Such benefits as 
decreased morbidity, reduced insulin needs, improved 
glucose tolerance and normalized serum cholesterol 
levels, resulting from such a regimen, will be reviewed. 


Degenerative Vascular Disease 


The final discussion in the diabetic symposium will 
be presented by Dr. Laurance W. Kinsell, consultant 
in endocrinology at the University of California and 
director of the Institute of Metabolic Research of 
Highland-Alameda County Hospital. 

Dr. Kinsell was born in Pennsylvania and received 


Diabetes Symposium Participants—Opening the final day’s program 
will be three topnotch authorities in the field of diabetes. The trio, 
shown left to right, are Dr. Laurance Kinsell, Dr. B. E. Lowenstein 
and Dr. Richard M. Johnsen. Their respective topics are diabetes and 
its relationship to degenerative vascular disease, new concepts in 
diabetes management and living with diabetes. 
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.the antihistaminic action of BENADRYL rapidly blocks the allerg:: 
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ANTIHISTAMINIC-ANTISPASMODIC BENADRYL equally useful in patients with many other allergic dis- 
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his medical degree from Hahnemann Medical College. 
He subsequently spent several years in research at 
Columbia. His numerous scientific organizations in- 
clude the Endocrine Society, the American Federation 
for Clinical Research, the American Diabetes Associa- 
tion and the Society for Experimental Biology and 
Medicine. 

He is associate editor of the Journal of Clinical 
Endocrinology and Metabolism, the Journal of Ameri- 
can Geriatrics and the cardio-vascular section of Ex- 
cerpta Medica. His list of published papers totals 99. 

Dr. Kinsell’s consideration of diabetes will deal with 
its “Relationship to Degenerative Vascular Disease.” 
In both clinical types of diabetes he notes a significant 
similarity between their strong hereditary tendencies 
and a major tendency to the occurrence of degenerative 
vascular disease, if the disorder persists long enough. 

Recent observations from studies in his laboratory 
and clinic have suggested a relationship to some degree 
between the essential fatty acid deficiencies of diabetes 
and the incidence of vascular disease. The data on 
which this concept is based will be presented. 


Medical Problems of Space Flight 


For the final curtain on the 1959 Assembly, the 
committee has reserved a special feature guaranteed to 
fiad every seat in the auditorium still occupied when 
the clock strikes high noon on Thursday. Some few 
critics to the contrary, the Committee on Scientific 
Assembly believes that forward-looking general practi- 
tioners have an interest in tomorrow’s new medical 
horizons, as well as in the boils, bunions and bellyaches 
of today. So they propose to give an intimate look at 
the greatest horizon of all—outer space. 

Capt. Norman L. Barr, as deputy director of the 
Research Division, Bureau of Medicine and Surgery, 
Department of the Navy, is 
recognized as a top author- 
ity on the medical problems 
of space flight. He brings 
to this new field not only a 
sound background of medi- 
cal training, but also a long 
record as an Army Air 
Corps, civilian and naval 
pilot. He has logged over 
12,000 hours in the air, 
with more than 8,000 hours 
as first pilot, and is the 
only officer in military serv- 
ice entitled to wear five 
separate military aviation 
wings. 


Capt. Norman Barr (MC) USN 
—Physiologic adversities are 
faced by Homo Sapiens in 
projection orbiting and re- 
entry and artificial environ- 
ment of space cabins. 
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At the age of 26, after several successful years as 
a pilot with the army and the Isthmanian Airlines, he 
abandoned the air to enroll in Georgetown University 
School of Medicine, where he was graduated in 1937. 
But the lure of the air persisted and the following year 
he entered naval service. 

During World War II he served on various aircraft 
carriers, but since then his activities have been directed 
principally to classified research projects. Dr. Barr has 
made over 20 notable contributions to the medical 
aspects of high altitude flight and has pioneered the 
radio transmission of physiologic information. 


Physiologic Adversities 


Captain Barr points out that Homo Sapiens, whirl- 
ing about the sun on the manned satellite Earth, is now 
preparing to take the first halting steps through his 
atmospheric doorway, to venture into the vacuum that 
separates stars and planets. In so doing, he is meeting 
physiologic adversities in the physical energies of space, 
the changing forces of projection orbiting and re-entry, 
and in the artificial environment of space cabins. 

This illustrated presentation in San Francisco 
will describe the nature of the adverse conditions and 
forces of space travel, together with the human and 
animal responses to them. 

The word “illustrated” in the above sentence should 
be printed in large black-face capital letters—for this 
will be an illustrated lecture such as you-have never 
seen before. Dr. Barr’s entire lecture will be presented 
by closed-circuit color television, using a radically new 
telecasting process called Eidophor. Developed by 
Swiss electronic laboratories affiliated with Ciba 
Pharmaceutical Products, Inc., its use at the 1959 
Assembly marks its initial appearance on the scientific 
program of a medical association. 

The electronic processes involved are outside the 
comprehension of your reporter, but he can give assur- 
ance that the resulting picture—measuring 16x12 feet 
—is comparable to the best wide-screen movie theater 
projection in clarity, sharpness of detail and accuracy 
of color. 

Captain Barr and his staff have adapted his presenta- 
tion to utilize the full capacities of this revolutionary 
new visual process. Most of the 60-minute lecture will 
be channeled from the Alameda Naval Air Station, 
across the Bay, where an altitude chamber, a mock-up 
of a space cabin and a model telemetering receiving 
station will be used with clinical subject. 

Portions of the televised material will come from a 
naval plane flying some 50,000 feet above San Fran- 
cisco. There will be experiments with monkeys condi- 
tioned to an. environmental space capsule and other 
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bp one of the electronic components used in a Visette electrocardio- 

graph could be held in your two hands — dramatically demonstrat- 
ing why this is the lightest, most compact ECG in existence today. But 
these same components would also prove something else — of equal im- 
portance — about the Visette: why it can ‘“‘take it’’, and remain stable 
and accurate, after hundreds of trips to and from your office. 

As you looked at these examples of completely modern electronics 
used in the Visette, you would see numerous transistors — rugged, 
miniature, solid devices which do many of the jobs vacuum tubes do, 
but with the advantages of much greater durability, preferable electrical 
characteristics in certain applications, and an extremely long operating 
life. You’d also see wiring which was printed on thin, tough phenolic 
panels — in place of hundreds of separate pieces of wire; such connec- 
tions, of course, can’t shake loose under constant jarring — and they 
also make possible ‘“‘building block”’ circuitry in the Visette with sepa- 
rate, easily accessible plug-in panels. 

And similar advantages in greater ruggedness, longer life, better 

rformance or smaller size would be found in other Visette elements. 

‘ach one was chosen for the contribution it could make in achieving a 
smaller, lighter, more rugged ECG — without sacrificing accuracy. To- 
gether, they become part of an electrocardiograph offering unequalled 
operating convenience and portability. More than 300 doctors today 
know this from their own experience — in using a Visette in their 
own practices. 

Descriptive literature, ‘Questions and Answers’ on the Visette in 
handy folder form, or details of the Sanborn 15-day Test-and-Return 

Bode! 290 Viestte Plan available on request. Address ‘‘Inquiry Director.” 
electrocardiograph, 
$625 delivered, 


continental A. SAN BORN COMPANY 


MEDICAL DIVISION 175 Wyman Street, Waltham 54, Massachusetts 
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tests to simulate nongravity. The transmission of 
radio-electrocardiograms will be illustrated. 

All of which adds up to a fitting, dramatic climax to 
one of the finest Scientific Assemblies in Academy 
history. So mark your calendar today and begin making 
plans to be in San Francisco from the sixth through the 
ninth of April. 


Assembly Headquarters Hotels—Atop Nob Hill are the two head- 
quarters hotels for the Academy’s April 6-9 Assembly in San 
Francisco. Above is the magnificent Fairmont, site of the ses- 
sions of the Congress of Delegates and the President’s Reception. 
Just a stone’s throw across California Street is the equally fabulous 
Mark Hopkins Hotel where other social functions will take place. 
The latter can boast the famed Top of the Mark which provides 
a breath-taking view from the panorama windows seen near the top 
of the tower. 
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Ladies’ Entertainment Plans Center 
Around Numerous Tuesday Activities 


Tugspay, Aprit 7, will be the key entertainment day 
for ladies attending the Scientific Assembly in San 
Francisco. Mrs. A. J. Franzi, chairman of the Ladies’ 
Entertainment Committee, said the other days will be 
left open so that the wives will be free to do whatever 
most appeals to them in this fabulous cosmopolitan 
city. 

On the weekend preceding the opening of the 
Assembly, the local ladies will maintain a Hospitality 
Suite in the Fairmont’s Green Room. There coffee and 
rolls will be served. 

Beginning on Monday, April 6, and lasting through 
April 9 there will be a similar Hospitality Room in 
Civic Auditorium. 

Various informal entertainment features are being 
scheduled in these rooms during the week. 

Tuesday will primarily be Tour Day, although 
special luncheons, fashion showings, coffees and teas 
will share the spotlight. 

That day, the ladies’ schedule will begin at 9:30 
A.M. with the Peninsula Tour. The second tour, one to 
East Bay, will get under way at 10 a.m. The San Fran- 
cisco Tour also leaves at 10 a.m. and the Marin 
County Tour will get under way at 10:15 a.m. 

Instead of selecting one of four planned tours which 
include either luncheon or tea, the ladies may choose 
to attend the Luncheon-Fashion Show in the Fair- 
mont’s Venetian Room. The latter will be an elegant 
affair, the fashions being presented by the San Fran- 
cisco Salon of Elizabeth Arden. They will show their 
collection of spring fashions. This firm has large salons 
offering apparel, cosmetics and beautician services in a 
number of the larger cities. 

For those who decide to sight-see that day, the 
following will be offered: 

San Francisco Tour and Tea: The tour will leave at 
10 a.m. from Civic Center and go directly to Jackson 
Square, an elegant decorative center. From there it will 
proceed over the city taking in both historic and scenic 
spots. The tour will culminate in a late afternoon tea. 

Marin County Tour: The bus entourage will leave at 
10:15 a.m. from Civic Center going across Golden Gate 
Bridge to Muir Woods (if it is not raining) where the 
women may take a short walk through the redwoods. 
A one o’clock luncheon will be planned at the Alta 
Mira restaurant in Sausalito. The guests will either be 
treated to a fashion showing or will have an opportunity 
to view “take-home” gifts for young children and teen- 
agers. The buses will return to Civic Center by 3 P.M. 
If it is raining the tour will go to Mt. Tamalpais in 


place of Muir Woods. 
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East Bay Tour: The tour will get under way at 10 
aM. going by way of the Bay Bridge and the University 
of California campus, Berkeley. Lunch will be served 
at either the Claremont Hotel or Claremont Country 
Club. After lunch there will be a house tour of several 
homes in that vicinity, returning to San Francisco 
about 3:30 P.M. 

Peninsula Tour: This tour will leave Civic Center at 
9:30 a.m. There will be a one-hour drive by Westlake 
to Sharp Park, stopping at Vallemar Orchid Gardens 
where coffee will be served while viewing the orchid 
gardens. The tour will proceed to Rickey’s by way of 
Coast Highway to Half Moon Bay, Woodside, Wood- 
side Road, Alameda dela Puglas, Stanford Hospital 
and the Stanford campus. Luncheon will be served at 
1 p.m. at Rickey’s. After viewing gardens at Rickey’s, 
the group will return to San Francisco via Bayshore. 

While the ladies are being entertained on Tuesday, 
there will also be a special function for the children at 
the Fairmont. In addition to a luncheon and favors, 
there will be planned entertainment, possibly a chil- 
dren’s movie from 9:30 a.m. to 4:30 P.M. 

This extensive program selection is being carried 
out by Mrs. Franzi and her assistant chairman, Mrs. B. 
Richard Stuehler, and the following key committee 
members: 


Hospitality: 
San Francisco— Mrs. Lionet A. PEROYRA 
Peninsula— Mrs. NorMan Fox, San Bruno 
Mrs. Martin Karr, San Mateo 
Marin—Mrs. Expon Sater, Kentfield 
East Bay—Mnrs. James Raraet, Berkeley 


Publicity: 
Mrs. RosperT Masors 


San Francisco: 


Tour—Mrs. B. Ricuarp STUEHLER 

Tea—Mrs. Ivan HERON 

Luncheon-Fashion Show— Mrs. Lawrence M. 
‘TRAUNER 
Mrs. EpGar FREUDER 

Children’s Entertainment— Mrs. Sytvan SELIG 
Mrs. LAWRENCE 
SNOOKLER 


Transportation: 
Mrs. A. F. GuspaGni 


With the wide selection of activities scheduled for 
Tuesday the ladies will probably want to correspond 
night away with old friends and mutually decide on 
a choice of tour so they may go together. 
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‘ skeletal muscle relaxant 
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"pure" muscle relaxant, 
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Scientific Lecture Program 


ELEVENTH ANNUAL SCIENTIFIC ASSEMBLY OF THE AMERICAN 
APRIL 6-9, SAN FRANCISCO, 


CALIFORNIA 


ACADEMY OF GENERAL PRACTICE 


Hour 


Monday 
April 6 


Tuesday 
April 7 


Wednesday 
April 8 


Thursday 
April 9 


9:00-9:30 a.m. 


10:00—11 :00 a.m. 


11:00-11:30 a.m. 


11:30-12:00 a.m. 


12:00-1:30 p.m. 


1:30-2:00 p.m. 


REGISTRATION 
BEGINS 9:00 A.M. 


OPENING 

OF SCIENTIFIC 
AND TECHNICAL 
EXHIBITS 

9:00 a.m. 


OPENING OF PROGRAM 
WELCOMING SPEECHES 
1:00 P.M. 


Effect of Dietary Fat 
on Serum Cholesterol 
Francisco Grande, M.D. 


Hypertension 
Arthur Grollman, M.D. 


Prematurity 
and Postmaturity 
1. The Premature Baby 
James L. Dennis, M.D. 
2. Postmaturity 
Mitchell J. Nechtow, M.v. 


Diabetes 
1. Living with Diabetes 
Richard M. Johnson, M.v. 
2. New Concepts in 
Diabetic Management 
Bertrand E. Lowenstein, M.D. 
3. Diabetes: Relationship 
to Degenerative 
Vascular Disease 
Laurance W. Kinsell, M.v. 


RECESS FOR EXHIBITS 


Cardiac Arrest 
W. H. Snyder, Jr., M.D. 


Premenstrual Tension 
Ernest W. Page, M.D. 


Recognition of Surgical 
Heart Conditions 
Norman E. Shumway, M.D. 


Menopause 
Edwin Overstreet, M.D. 


Medicine Prepares for the 
Space Age 
Captain Norman Barr, 0.8.8 


NOON RECESS 


2:00-3:00 p.m. 


Doctors in a 
Changing World 
Walter H. Judd, m.v. 


Immunology 

K. F. Meyer, 
Moderator 

Newer Knowledge of 
Standard Immunization 
Agents 

Geoffrey Edsall, 

Immunization Procedures 
in Virus and Rickettsial 
Diseases 

Edwin H. Lennette, M.v. 


Surgery 

1. Surgical Convalescence 
—When Does It End? 

Fred Bentley, M.D. 

2. Peritoneal Surgery 

Joel Baker, 

3. Hernia Repair 

Fred Hicken, M.D. 


Orthopedics 

1. Soft Tissue and Joint 
Injuries to Children 

J. Vernon Luck, M.v. 

2. Fractures in Children 
Are Different 

Walter P. Blount, M.v. 

3. Foot Deformities in 
the Newborn 

John H. Moe, 


RECESS FOR EXHIBITS 


Public Health and Its 
Relation to the 
Practice of Medicine 

Leroy H. Burney, M.D. 


4:30-5:00 p.m. 


Animal Diseases 
Transmissible to Man 
James H. Steele, 


Burn Therapy 

1. The Body’s Response 
to Burns 

W. D. Snively, Jr., M.D. 

2. Immediate Therapy 
in Burns 

Lt. Col. Edward H. 

Vogel, Jr., M.D. 


Neurological Diagnosis 
of Headache 
Jose Garcia Oller, M.v. 


Parkinson Disease 
Therapy 
Donald Macrae, M.D. 


EVENING 


DELEGATES’ DINNER 


STATE CHAPTER FUNCTIONS 


PRESIDENT’S RECEPTION 


LECTURE PROGRAM 
ENDS 12:00 NOON 


EXHIBIT HALLS 
CLOSE 12:30 P.M. 
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RHEUMATISM AND 


THE SPECIFIC MUSCLE RELAXANT 
THE PREFERRED ANALGESIC 


Effective and well tolerated on the practical dosage of only 6 tablets daily, 
Paxaron and PARAPON WITH PREDNISOLONE provide benefits that last for-up to six hours. 


PaRAFON relieves pain, stiffness. and disability caused by gheomatism and traumatic 
disorders; PARATON Compounds ghis rélicf with antiinflammatory 
action in treatment for arthritis. 

supplied: Paxaron: pink, botties of 50. Each tablet contains: 

PARAFLER Chlorroxazonet and Acetaminophen 300mg, 

PARAFON WITH PREDNISOLONE: : scored, buff colored, bottles of 6. 

tablet contains: Panariex Chiorzoxa70ne 125 

T¥ERNOL Acetaminopsen 300mg; and predrisolone |.0 mg, 
precaiations: The precautions and contra indications that apply toall steroids should 

be kept in mind when preseyibing Pagaron wit 


Laboratories, Ine * Philadelphia 32, Pa. = 


Schedule of Events —‘eceventH ANNUAL SCIENTIFIC ASSEMBLY — SAN FRANCISCO 


Day and Date 
Friday, April 3 


Saturday, April 4 


Sunday, April 5 


Monday, April 6 


Tuesday, April 7 


Wednesday, April 8 


Thursday, April 9 
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Time 


9:00 a.m. 
7:00 P.M. 
7:30 A.M. 
9:00 A.M. 
9:00 a.m. 
9:00 a.m. 
9:00 a.m. 
12:15 p.m. 


2:00 P.M. 
5:30 P.M. 
7:30 A.M. 
9:00 a.m. 
9:00 a.m. 
10:00 a.m. 
10:00 a.m. 
2:00 P.M. 
5:30 P.M. 
7:30 A.M. 
8:30 a.m. 
8:30 A.M. 
8:30 A.M. 
9:00 A.M. 
9:00 
12:00 NOON 
1:00 p.m. 
6:30 P.M. 
8:30 a.m. 
9:00 a.m. 
9:30 A.M. 
9:30 A.M. 
12:15 p.m. 
12:30 p.m. 
3:00 P.M. 
EVENING 
8:30 A.M. 
9:00 a.m. 


12:00 NOON 


12:30 p.m. 
1:30 P.M. 


3:00 P.M. 
8:00 P.M. 
9:00 P.M. 
8:30 A.M. 


12:00 


12:30 p.m. 
P.M. 


Event 


Board of Directors Meeting 
Nominating Committee 

Reference Committee Chairmen Breakfast 
Rules Committee 

Nominating Committee 

Delegates’ Registration 

Ladies’ Registration 

Joint Luncheon Meeting: Board, Local 
Arrangements Subcommittee Chairmen, 
Scientific Assembly Committee 
Congress of Delegates Convenes 

Three Reference Committee Hearings 
Committee on Scientific Assembly Breakfast 
Three Reference Committee Hearings 
Ladies’ Registration 

Exhibitor Registration 

Member Registration 

Congress of Delegates 

Three Reference Committee Hearings 
Committee on Scientific Assembly Breakfast 
Member Registration 

Ladies’ Registration 

Three Reference Committee Meetings 
Congress of Delegates 

Ladies’ Registration 

Congress Recesses 

Scientific Assembly Convenes 
Delegates’ Dinner 

Member and Ladies’ Registration 
Scientific Assembly 

Children’s Entertainment 

Ladies’ Tours 

Century Club Luncheon 

Ladies’ Luncheon 

Mead Johnson Awards 

State Chapter Functions 

Member and Ladies’ Registration 
Scientific Assembly 

(San Francisco Medical Society Day) 
Board of Trustees, AAGP Foundation 
Medical Exhibitors Association Luncheon 
AMA Committee on Medical Practices 
Regional Meeting 

Ross Awards 

Inauguration Ceremony 

President’s Reception and Ball 


‘Member Registration 


Assembly Closes 
Board of Directors Meeting 


Departures for Invitational Scientific Congress, 


Honolulu, T. H. 


Place 


Fairmont 
Fairmont 
Fairmont 
Fairmont 
Fairmont 
Fairmont 
Fairmont 
Fairmont 


Fairmont 
Fairmont 
Fairmont 
Fairmont 
Fairmont 
Civic Auditorium 
Civic Auditorium 
Fairmont 
Fairmont 
Fairmont 
Civic Auditorium 
Civic Auditorium 
Fairmont 
Fairmont 
Fairmont 


Civic Auditorium 
Fairmont 
Civic Auditorium 
Civic Auditorium 
Fairmont 


Mark Hopkins 
Fairmont 
Civic Auditorium 


Civic Auditorium 
Civic Auditorium 


Fairmont 
Mark Hopkins 
Fairmont 


Civic Auditorium 
Fairmont 
Fairmont 
Civic Auditorium 
Civic Auditorium 
Fairmont 


j 
| 
‘ 
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the NEW CONTRACEPTIVE 


that offers 


MAXIMUM 


simplicity with security a 


Mic Roromex@) 


VAGINAL JELLY 


when the “jelly-alone” method 
is advised, NEW Koromex@ 
ACTIVE INGREDIENTS: IN A 


the outstandingly competent SPECIAL BARRIER TYPE. BASE 


spermatocidic agent... 


phenol 
Phenylmercuric 


iS now available 0.02% 
to physicians. 


ANOTHER 
H-R FIRST... 


Large tube Vag 

Jelly, 125 gms. wi 

patented measure 

dose applicator in a. 

SANITARY. PLASTIC © 

ZIPPERED KIT for 

home storage (Sup- _——Factual literature 
Died atnocost) upon request. 


HOLLAND-RANTOS CO., INC.-145 HUDSON STREET+NEW YORK 13, N.Y. 


GP Volume XIX, Number 2 


| 
i 
WHEN JELLY ALONE 
i 
| 
i 
0.5% 
| 
i 
| 
| 
. 
| 
|| 
| 
| 
| 
| 262 
— 
| 
| 


11th Annual Scientific Assembly 


THE AMERICAN ACADEMY OF GENERAL PRACTICE 
SAN FRANCISCO, CALIFORNIA 
APRIL 6-9, 1959 


HOTEL RESERVATIONS 


MoRE THAN 7,000 family doctors, wives and guests 

will attend the San Francisco meeting. Here are im- 

portant points to remember: . 

~~ Room assignments will be made in the order 
they are received. Reservation requests must 
be sent to the AAGP Housing Bureau, Room 
300, 61 Grove Street, San Francisco 2, Cali- 
fornia. Include required deposit. 

ng Delegates and speakers will be at the Fair- 
mont and Mark Hopkins Hotels. Rooms at 
these hotels will not be available for general 
assignment. A block of rooms has been re- 
served for delegates but individual reserva- 
tions are required. These should be made on a 
special form that will be sent to all delegates 
of record. 

ng- List definite arrival and departure times and 
the names of all persons who will occupy the 
room. 

ng Cancel early if you cannot attend so another 
member may have your room. 


REGISTRATION 


ADVANCE REGISTRATION will be at the Fairmont and 
the Civic Auditorium. Delegates may register at 
the Fairmont Saturday morning, April 4; members 
may register at the Fairmont Saturday afternoon. 
On Sunday, April 5, members may register at either 
the Fairmont: or the Civic Auditorium. Starting 
Monday, April 6, all registration will be at the 
Civic Auditorium. 

Ladies’ registration begins Sunday, April 5, at the 
Fairmont and Monday, April 6, at the Civic Audi- 
torium. 


SCHEDULE OF EVENTS 

THE CONGRESS OF DELEGATES, the Academy’s policy- 
making body, will convene in the Fairmont Hotel 
at 2:00 p.M., Saturday, April 4. 


THE SCIENTIFIC PROGRAM 

MORE THAN 25 of the nation’s top medical authori- 
ties will discuss 12 subjects and new developments 
in the fields of therapy and diagnosis. 

The Civic Auditorium will be the headquarters 
for all scientific sessions. 

The scientific and technical exhibit areas will 
open at 9 A.M., Monday, April 6. The scientific 
sessions will convene at 1:30 P.M., April 6, and at 
9:00 A.M. on Tuesday, Wednesday, and Thursday. 


TRANSPORTATION 
Four major airlines and six railroads serve San 
Francisco: 


Airlines Railroads 

AMERICAN BURLINGTON 

TWA NORTHWESTERN PACIFIC 
UNITED SANTA FE 
WESTERN SOUTHERN PACIFIC 


UNION PACIFIC 
WESTERN PACIFIC 


San Francisco is a city of Hills. Here, from the top of fashionable Nob Hill, 
visitors can see fomous Telegraph Hill and beyond, the San Francisco Bay. 
A clearly marked route helps visitors see famous sights of San Francisco. 


MAK. YOUR RESERVATION NOW! USE THE RESERVATION FORM ON THE FOLLOWING PAGE 2» 


Y 
ASW 


Hotels in San Francisco 
Where Reservations Are Available 


Annual Scientific Assembly 


AAGP « SAN FRANCISCO « APRII. 6-9, 1959 


Zone Hotel Location Single Double Twin Beds Parlor Suites 
E Alexander Hamilton 631 O'Farrell $ 6.50-14.00 $ 9.00-16.00 $ 9.00-16.00 $14.00- 60.00 
H Bellevue Geary-Taylor 7.00-10.00  9.00-12.00 10.00-14.00 18.00- 25.00 
M_ Beverly Plaza 342 Grant 7.00- 9.00  9.00-11.00 10.00-12.00 20.00 
H Biltmore 735 Taylor 7.00- 7.50 9.00- 9.50 11.00-11.50 

| Californian 405 Taylor 8.00 10.00 12.00 22.00- 25.00 
Canterbury 750 Sutter 9.00-17.00 10.50-19.00 12.50-20.00 25.00- 35.00 
B Caravan Lodge Eddy & Larkin 12.00-18.06 16.00-22.00 28.00- 36.00 
L Cartwright 524 Sutter 6.50 7.50 8.50 

H Cecil 545 Post 7.50- 850  9.50-10.50 11.00-12.00 

L Chancellor 433 Powell 6.50 8.50 9.50 

H Clift Geary-Taylor 13.00-20.00 15.00-17.00 16.00-23.00 41.00- 50.00 
K Colonial 650 Bush 8.00 12.00 15.00 20.00- 25.00 
H Commodore $25 Sutter 5.00-12.00  7.00-14.00  8.00-16.00 

L Devonshire 335 Stockton 6.00- 7.00 7.00-10.00 8.00-10.00 12.50- 25.00 
Drake-Wiltshire 340 Stockton 10.00-11.00 12.00-14.00 15.00-16.00 25.00- 35.00 
H El Cortez 550 Geary 8.00- 9.00  9.00-12.00 10.00-14.00 18.00- 24.00 
B Embassy 610 Polk 450-550 550-7.50 6.00- 7.00 12.00- 18.00 
K  Fairmont* 950 Mason 12.00-20.00 16.00-24.00 16.00-24.00 37.00- 66.00 
* Headquarters Hotel. Rooms are not available for general assignment. 

Federal 1087 Market 4.00 5.00- 6.00 6.00 

Fielding 386 Geary 7.00- 9.00  8.00-10.00  9.00-12.00 

Franciscan 350 Geary 7.00 9.00 12.00 20.00 
H Gaylord 620 Jones 7.50 9.50-10.00 10.00-1250 25.00 
Golden State 114 Powell 4.75- 6.00 7.00- 7.50  8.00-10.00 

K Grant 753 Bush 5.50 7.50 8.50 

F Herald 308 Eddy 3.50- 4.00 5.00- 6.00 7.00- 8.00 

A Herbert 161 Powell 3.50- 5.00 4.00- 6.00 6.00- 7.00 

A Holiday Lodge Van Ness-Washington 18.00-20.00 30.00 
K Huntington 1075 California 10.00-15.00  14.00-2C.00 14.00-20.00 35.00- 50.00 
L King George 334 Mason 8.00 10.00 12.00-14.00 

_Lankershim 55 Sth 3.50- 4.50  5.50- 6.50  9.00- 11.00 
F LaSalle 225 Hyde 6.00 7.00 8.00 14.00 
A Leland 1315 Polk 5.00- 8.00 7.00+10.00 7.00-10.00 12.00- 15.00 
L Manx 225 Powell 6.00- 8.00  8.00-10.00 9.06-11.00 15.00- 20.00 
K Mark Hopkins* 999 California 14.00-18.00  18.00-22.00 18.00-22.00 32.00- 60.00 
* Headquarters Hotel. Rooms are not available for general assignment. 

Maurice 761 Post 6.00- 8.00 8.00-10.00 8.00-11.00 15.50- 16.50 
New Alden 333 Fulton 4.00 5.50 7.50 

Olympic 230 Eddy 6.00- 8.50 7.00-10.50  9.00-10.00 16.50 
1 Oxford 16 Turk 7.00- 8.00 8.00 9.00 

J Pickwick 85 Fifth 5.50 7.50 8.50 

L Plaza Post-Stockton 10.50-33.50 

F Roosevelt 240 Jones 5.00- 6.00 7.00- 8.00  8.00- 9.00 

Richelieu Geary-Van Ness 6.00- 8.00  8.00-10.00 10.00-12.00 

St. Francis Powell-Geary 12.00-22.00 12.00-20.00 15.00-24.00 26.00- 75.00 
B Senate 467 Turk 5.00- 5.50 6.00- 650  7.50- 8.00 

E Senator 519 Ellis 4.50 5.50 6.50 13.00 
F Shaw 1112 Market 5.00 6.00 8.00 

N Sheraton Palace Market-New Mtgy 8.50-16.00 12.50-20.00 1250-2000 20.00-100.00 
1 Sir Francis Drake 450 Powell 10.00-14.00 12.00-16.00 15.00-20.00 30.00- 40.00 
L Somerton 440 Geary 6.00 8.00 10.00 12.00 
Spaulding 240 O'Farrell 5.00- 7.00. 6.00- 8.00 7.00- 9.00 14.00 
Stewart 351 Geary 6.00-10.00  8.00-10.00 10.00-18.00 25.00- 30.00 
L Stratford 242 Powell 4.50- 5.00 5.00- 7.00  7.00- 8.00 

N Sutter 191 Sutter 4.00- 7.00 6.00- 9.00  7.00-10.00 15.00 
{ Vanderbilt 221 Mason 5.00 6.00 8.00 

Whitcomb 1231 Market 7.00-10.00  8.00-16.00  9.00-16.00 18.00- 30.00 
Worth 641 Post 5.00- 7.00 6.00- 8.00 7.00- 9.00 
580 Geary 5.00- 8.00  7.00-10.00 10.00-12.00 14.00 
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Important Information 
About Your 
Hotel Reservations 


A Housing Bureau has been organized for 
AAGP lith Annual Scientific Assembly in 
Francisco. Since all requests for rooms 
handled in chronological order, it is req 
mended that you send in your applicatio 
early as possible. 


Pursuant to regulations of the San Frange 
Convention Bureau for all conventions in 
City, all requests for reservations must be ac 
panied by a deposit check for $10.00 per 

made out to the AAG! Housing Bureau. D 
the existing crowded conditions, hotels 
unclaimed reservations by 4:00 p.m. Th 
fore, a deposit is requested to insure that y 
reservations will be held on your arrival d 
whatever the hour. Your deposit will 
credited to your account. Please do not 
cash. 


Cancellations: Cancellations must be rece 
15 days prior to the meeting for refund 
your deposit to be made by the hotel. 
sufficient time is not allowed for the hot 


teassign space, all of the deposit is forfei 


Late requests: Since our housing contracts 
hotel bedrooms expire 10 days prior to 
opening of the Assembly, applications 
later than March 20 (15 days prior to the of 
ing date of the Assembly) will be 
In such cases please select your own he 


and write to them direct. 


All reservations should be cleared through this 
ing Bureav. All requests must give definite 4 
and approximate hour of arrival and 1 
and addresses of all persons who will oo 
rooms requested. 


All reservations will be confirmed if request 
ceived not later than March 20. 
USE THIS CONVENIEN 


HOTEL RESERVATION FOR 
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ee American Academy of General Practice 


més ANNUAL SCIENTIFIC ASSEMBLY « SAN FRANCISCO « APRIL 6-9, 1959 


reet Plan “Washington |e 
n Francisco 
in owing 4 
O'Farrell 


Civic AUDITORIUM 


lel Reservation Form CLIP — FILL OUT — AND MAIL TODAY! 


hotel. AAGP HousinG BuREAU 

> hore Room 300, 61 Grove Street Please Make Reservations Noted Below: 

fortes San Francisco 2, California 

wa Single Room 

or to Hotel Double Bedroom 

1s Choice Hotel Twin Bedroom 

the opm Choice Hotel Parlor, bedroom suite. 

, Arrival at. A.M. P.M. 

Departure. at A.M. P.M. 
ES OF ALL OCCUPANTS: 

. this ¢ bracket those sharing a room) ADDRESSES: 

finite ¢ 

nd 


vest is Check for $m... payable to AAGP HousING BuREAU is enclosed. Please enclose a self-addressed, stamped envelope. 


MAIL CONFIRMATION TO ger (Name) 


(Please print or type) 
. Address 
City. 
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New revitalizing tonic 
brightens 
the second 


Your aging patients are confronted with many physical c 
and emotional problems of adjustment. Along with wan- 


ing gonadal function and faulty nutrition, there is a F 
sense of frustration, inadequacy and failure that makes Ww 
life lose its savor. a 
RITONIC—the new revitalizing tonic—is designed to 
brighten the second half of life by meeting the many F 
problems of middle-aged and senile let-down. RITONIC w 
contains RITALIN—the safe central stimulant—to al 
renew vitality and a sense of well-being. It contains a 
balanced estrogen-androgen combination to correct the F 
hormonal deficiencies and exert beneficial anabolic ef- Ww 
fects. It contains the essential vitamin B factors and di- Pp: 
calcium phosphate to improve general nutritional status. 4 
Ri 
Clinical studies':? with RITONIC report excellent re- 2 
sults in about 80 per cent of cases. ‘‘ We found Ritonic th 
to be a safe, effective geriatric supplement that can be q 
used in practically all types of geriatric conditions with- a 
out harmful effect.'’' ‘‘Patients reported an increase in nic 
alertness, vitality and sense of well being.’’? 7 
SU 
C I B A 1. Natenshon, A. L.: J. Am. Geriatrics Soc. 6:534 (July) 1958. RI 
SUMMIT, N. J. 2. Bachrach, S.: To be published. ch 
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PRESCRIBE RITONIC 


FOR YOUR GERIATRIC PATIENTS 
with symptoms of lassitude; lack of interest; loss of 
appetite. 


FOR YOUR MIDDLE-AGED PATIENTS 
with vague complaints; neurasthenia; loss of drive, 
ambition and vitality. 


FOR YOUR POSTMENOPAUSAL PATIENTS 
with symptoms of depression, nervousness and 
psychasthenia. 


Each Ritonic Capsule contains: 

Ritalin® hydrochloride 
Mmethyltestosterone 1.25 mg. 
ethiny! estradiol 5 micrograms 
thiamin (vitamin B,) 

riboflavin (vitamin Ba) 


Pyridoxin (vitamin Bg) 
vitamin By2 activity 
nicotinamide 


DOSAGE: One Ritonic Capsule in mid-morning and 
one in mid-afternoon. 

SUPPLIED: Ritonic CAPSULES; bottles of 100. 
RITALIN® hydrochloride (methylphenidate hydro- 
chloride CIBA) 
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ALLERGIC EMERGENCY— Ny ACUTE ASTHMATIC |NJEC 
HYDELTRASOL dramatically .relieves inflam- | TRASOt promptly suppresses the bronchospasm— 
“mation, discomfort, itching, and .permits | reduces the number of asthmatic attacks, dyspnea 
patient to rest and sleep. and wheezing—restores functional capacity. 


THE FIRST READY-TO-USE, 
SOLUBLE, 
In your bag... ALL-PURPOSE 


PARENTERAL STEROID 
IMMEDIATELY! 


HYDELTRASOL 


(Prednisolone 21-Phosphate) 


ADVANTAGES: 

1. Immediately effective—dramatic response in minutes 
2. Ready for use—needs no reconstitution or refrigeration 
3. In solution—flows readily through a small-bore needle 
SUPPLIED: In 2-ce. and 5-cc. vials, each cc. containing 20 mg. 

of prednisolone 21-phosphate as the di-sodium salt. 

Hydeltrasol is a trademark of Merck & Co., Inc. 


MERCK SHARP & DOHME oivision oF MERCK & CO., Inc., Philadelphia 1, Pa. Oo 
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fyou were to examine these patients 


could you . 
detect the uveitis patient on Medrol? 


Probably not. Not without a history. a 
First, because he’s more than likely symptom-free. , i 


Second, because he shows none of the disturbing changes 
in appearance, behavior or metabolism 
sometimes associated with corticotherapy. 


Even your practiced clinical eye would find it difficult 
to spot someone else’s Medrol patient. 


Bu . 
Ned i wav. ; e disease, 
ght away y not try 1t but spares the 
patient 


Ure) The Upjohn Company, Kalamazoo, Michigan Sr RADEMARK, REG. U.S. PAT. OFF.— METHYLPREDNISOLONE, UPJOHN 


Whatever corticosteroid therapy 


start...alternate... 


with new, painless, intramuscular 


Cortrophin 


-—the quick-acting, prolonged adrenocortical stimulant 
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you prescribe... 


terminate 


corticotropin-alpha-zinc-hydroxide (ORGANON) 

it 


Stimulate the adrenal cortex 


Offset adrenocortical suppression 


Avoid adrenocortical atrophy 


Orange, N. J. 
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1. “Produces a more prolonged hor- 
mone effect than other previously 


available repository corticotrophins.” 


2. “. .. more potent and longer acting 
than gel ACTH.” 


3. Preferred, “. . . because it is a free- 
flowing substance that can be injected 
in a very small gauge needle.” 


Siegel, S. C.: Lederle Symposium 
Report, 1:43, 1958. 


Whenever systemic corticosteroid ther- 
apy is prescribed, routine intramuscu- 
lar administration of new, painless 
CORTROPHIN-ZINC is indicated at the 
start for rapid, complete, and safe con- 
trol, during rest periods, and at the 
end to offset depression of the adrenal 
cortex, avoid possible cortical 
atrophy.’? This unique, free-flowing 
intramuscular corticotropin stimulates 
peak adrenal cortical function within 
two hours, and its ACTH effect may 
persist for several days. CoRTROPHIN- 
Zinc: 5-cc. vials, 40 or 20 U.S.P. 
units/cc; l1-cc. ampuls, 40 or 20 U.S.P. 
units with sterile disposable syringes. 


1. Pagano, P. J.: Med. Times, 86 :1371, 1958. 
2. King, J. H., et al.: Tr. Am. Acad. Ophth. 
59:759, 1955. 


“Tt is well known that prolonged 
treatment with corticosteroids 
interferes with normal adreno- 
cortical function, causing involve- 
ment or atrophy of the gland.” 


—Krusius, F. E., and Oka, M.: 
Ann. Rheumat. Dis. 17:184, 1958. 


4 


What are the critical considera- 
tions in anticoagulant therapy? 
Rapid onset. 


Simplicity and accuracy 
of control. 


Freedom from cumulative 
effects —not a sustained effect 
that may last up to 6 or 

more days from any particular 
dose—so that prothrombin 
levels may be rapidly restored 
if hemorrhage threatens. 


Relative safety from hemorrhage. 


Minimal “escape” of control. 


No absolute resistance. 


Consistent predictable results — 
less troublesome management. 


Suitable for widespread 
ambulatory use. 


Little or no toxicity— 
few complications. 


What has extensive clinical experience 
demonstrated about Hedulin? 


“The effect is apparent in 12 hours... 
The appearance of therapeutic levels in 24 to 36 hours 
confirms previous observation of others.”! 


“The therapeutic range of hypoprothrombinemia was 
relatively easy to induce and maintain...”? 

“We have found (Hedulin) inexpensive and relatively 
easy to manage with a reasonably constant daily dose.” 
“_..superior...with regard to ease of maintaining 
effective prothrombin concentrations...”* 


“_..the prothrombin time of the blood usually returns 
to normal within 24 to 48 hours after the drug 

is discontinued’ (as compared to certain coumarin 
derivatives which give hypoprothrombinemia levels up 
to 6 days or more after initial induction). 

“Drugs with...rapid recovery periods such as... 
(Hedulin)...provide...relative safety from hemorrhage.”® 


“Although bleeding can be expected, it has been the 
slow variety and never a serious hemorrhage per se.”! 


“_.-Hedulin was almost twice as effective 
as Dicumarol in maintaining an effective reduction in 
prothrombin concentration...With Hedulin, 


the period of ineffective therapy was 13.9% ...the 


prothrombin concentrations (with Dicumarol) 
were out of effective range 25.4% of the time.””* 


“,..we had no cases of absolute resistance to the drug.”” 
“there were no cases where there was no response.”! 


“We have been impressed with the constancy 

of the prothrombin time once the maintenance 

dose has been established...”® 

“_..once effective levels had been reached, the 

dosage schedule of Hedulin was surprisingly constant 
... subsequent dosage is quite predictable...” 


“Because of the relative safety of Hedulin, 
it is particularly suitable for ambulant therapy.”® 


“_..attended by little or no toxicity.” 

“_..its enumerated advantages provide a safety factor 
which will greatly minimize hazards in its use.”!! 
“No toxicity directly attributable to the drug 

was noted.””!? 


Hedulin has provided 12 years of safe, effective, predictable control of clotting 
mechanisms in the treatment of thrombotic processes. 
“This drug—not a coumarin derivative—comes closer to the ‘Ultimate Anticoagulant’ ”" 


For a trade size sample of Hedulin for clinical trial in your practice, write to: 
Walker Laboratories, Inc. = Mount Vernon, N. Y. 


References: 1. Sise, H. S.; Moloney, W. C., and Guttas, C. G.: Am. Heart. J. 53:132 (Jan.) 1957. 2. Breneman, G. M. and Priest, 
E. McC.: Am. Heart. J. 50:129 (July) 1955. 3. Wood, Jr., J. E.; Beckwith, J. R., and Camp III, J. L.: J.A.M.A. 159:635 (Oct. 15) 
1955. 4. McNichol, L. J.; Finger, J., and Brazil, G.: J. Michigan M. Soc. 56:12 (Dec.) 1957. 5. New and Nonofficial Remedies: J.A.M.A. 
p. 142 (May 9) 1953. 6. Olwin, J. H. and Oglesby, P.: Surg., Gynec. & Obst. 105:61 (July) 1957. 7. Harper, B. F. and Johnson, R.: 
J.M.A. Georgia 45:149 (April) 1956. 8. Rawls, W. B.: J. Am. Geriatrics Soc. 3:614 (Aug.) 1955. 9. Fisher, M. M., et al.: New York J. 
Med, 54:778 (Mar. 15) 1954. 10. Kim, C. S.: U. S. Armed Forces M. J. 5:1,623 (Nov.) 1954. 11. Blaustein, A.: Med. Times 81 :605 
(Sept.) 1953. 12. Kruesi, O. R. and Schilling, F. J.: New England J. Med. 251:927 (Dec. 2) 1954. 
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Tue 86TH Concrgss, with a heavy Democratic major- 
ity and most of the new Democrats liberals, now is 
organized and on its way. 

Facing the lawmakers as they start the second month 
of the session is a long list of legislation, including 
a number of bills in the health and medical fields that 
have strong support. 

Holding dominant positions on the work schedule, 
of course, are such issues as the extent of defense 
spending, the volume and type of foreign aid to be 
continued or initiated, farm and labor problems, con- 
struction assistance to primary and secondary schools 
and civil rights and segregation subjects. 

When Congress begins to move on some of these 
bills in the next few weeks, the direction it takes will 
furnish a clue as to what to expect in the more narrow 
field of health legislation. If the trend is toward new 
programs, and larger appropriations for old ones, much 
the same attitude may be expected to prevail later 
when the lawmakers turn in earnest to medical subjects. 

Products of the reawakened interest in international 
medical cooperation are a number of proposals for the 
United States to take the lead in solving worldwide 
health problems, particularly through scientific con- 
ferences, more research in killing and crippling dis- 
eases, and greater efforts to spread better medical care 
to backward countries. 

A leader in this field is Senator Hubert Humphrey 
(D—Minn.), who now has a prominent role in inter- 
national policy-making because of his well-publicized 
eight-hour conference with Khrushchev. 


Health Budget Tightened 


If most members of Congress have much.sympathy 
for the President’s balance-the-budget philosophy, 
they didn’t show it in the early days of the session. 

Among the thousands of measures introduced, a 
prepciderance called for increased federal spending. 
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The AMA Washington Report highlights 
legislative activity of interest to physicians. 

Prepared exclusively for GP by the AMA’s Washington Office, 
this monthly feature presents a running box score 

of important legislative action. 


AMA Washington Report 


Billions more in dollars would be added to the budget 
if Congress enacted just a portion of the bills on social 
security, education, housing, unemployment, pensions 
and bonuses, and various health programs. 

For example, one bill for grants for school construc- 
tion would cost a billion dollars the first year and 
five billion annually after four years. Another would 
set up 20,000 college scholarships. 

In his State of the Union message, however, Mr. 
Eisenhower said his objective would be to insure ade- 
quate defense (even at the cost of $47 billion dollars 
next fiscal year) and to provide for expanding services 
to meet the needs of a larger country, yet to be realistic 
financially. 

Throughout his talk, the emphasis was on necessary 
spending, but also on the necessity for the expanding 
economy to pay its way. 

In line with this philosophy, the President’s major 
proposal touching the health fields would result in 
only minor expenditures, but could conceivably chart 
a new and more orderly course for the country. 

Mr. Eisenhower said he would appoint a committee 
from outside government to study broad problems in 
health education and other fields, and to set up realistic 
goals for the nation. He outlined his objective this way: 

“If progress is to be steady we must have long term 
guides extending far ahead, certainly five, possibly even 
ten years. They must reflect the knowledge that before 
the end of five years we will have a population of over 
190 million. They must be goals that stand high, and 
so inspire every citizen to climb always toward mount- 
ing levels of moral, intellectual and material strength. 
Every advance toward them must stir pride in indi- 
vidual and national achievements. 

**To define these goals, I intend to mobilize help 
from every available source. 

*‘We need more than politically ordained national 
objectives to challenge the best efforts of free men and 
women. A group of selfless and devoted individuals, 
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IN 
STRESS 
CONDITIONS 


Cardiovascular diseases 
Metabolic diseases 


CAPILLARY AND 
VASCULAR DAMAGE ARE 
COMMON FINDINGS 


In these stress conditions whether caused by 
nutritional deficiencies, environment, drugs, 
chemicals, toxins, virus or infections 
HESPERIDIN, HESPERIDIN METHYL CHALCONE 
or LEMON BIOFLAVONOID COMPLEX 
are indicated as therapeutic adjuncts for 
the control and management of the associated 
capillary and vascular damage. 


Sunkist and Exchange Brand Hesperidin 


and Lemon Bioflavonoid Complex Sunkist Growers 


are available to the medical profession PRODUCTS SALES DEPARTMENT 
PHARMACEUTICAL DIVISION 


in specialty formulations developed by 


leading pharmaceutical manufacturers. 


GP Volume XIX, Number 2 


4 
ous abortion 
tory diseases 
+ 
Infectious diseases 
af 
fhe 
274 


outside of government, could effectively participate in 
making the necessary appraisal of the potentials of our 
future. The result would be established national goals 
that would not only reflect the brightness of our finest 
dreams, but would meet the stern test of practicality. 

“] plan a committee comprised of educators and 
representatives of labor, management, finance, the pro- 
fessions and every other kind of useful activity. 

“Such a study would update and supplement, in 
the light of continuous changes in our society and its 
economy, the monumental work of the Committee on 
Recent Social Trends which was appointed in 1931 by 
President Hoover. The new Committee would be con- 
cerned, among other things, with the living standards 
of our people, their health and education, their better 
assurance of life and liberty and their greater oppor- 
tunities. It would also be concerned with methods to 
meet such goals and what levels of government— Local, 
State, or Federal— should be particularly concerned.” 


Another Try at Health Bills 
A large majority of the health bills introduced early 


in the session were duplicates of measures introduced 
in the last Congress but not enacted into law. Their 
sponsors were making a fresh try at favorable action. 
Some may pass this time, but others are likely to suffer 
the same fate as past years. 

Here is a rundown on some of the more important 
health measures: 

Representative Keogh (D—N.Y.) introduced his 
popular tax deferral plan for the self-employed, under 
which up to $2,500 could be set aside annually without 
payment of taxes until retirement. The bill, which 
carries the same number as last year (HR 10), is iden- 
tical with the bill as it passed the House in the 1958 
session. It received strong support in the House, but 
failed to get out of the Senate Finance Committee be- 
fore adjournment. 

The American Thrift Assembly, made up of repre- 
sentatives of the AMA, American Bar Association and 
other professional groups, is planning a new campaign 
to get the bill passed in both Houses. 

Representative John Fogarty (D—R.I.), chairman 
of the important Appropriations subcommittee on 
Health, Education, and Welfare, was the first Con- 
gressman to follow Mr. Keogh in introducing a similar 
bill (HR 97). 

Back again with his program to aid construction of 
diagnostic or treatment centers in rural areas, Repre- 
sentative Coffin (D— Me.) proposes in HR 85 to allow 
federal grants of up to $25,000-per-project. They 
woul: be limited to towns of 10,000 population or a 
group of towns with an aggregate population of 15,000. 
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Eligible would be a nonprofit corporation or associa- 
tion which has a formal affiliation with a nonprofit 
teaching hospital. 

The regulation of the manufacture, compounding, 
distribution and possession of habit-forming barbitu- 
rate and amphetamine drugs is called for in a bill 
(HR 33) again sponsored by Representative Boggs 
(D—La.), who has taken a leading role in Congres- 
sional investigations into these narcotic drugs. As was 
true last year, the latest bill exempts physicians from 
both the registration and record-keeping requirements ; 
manufacturers, compounders and processors would 
have to comply, however. 

Federal workers’ contributory health insurance was 
one of the most popular subjects among the early- 
session bills introduced. Four members of the House 
dropped bills in the hopper: Representatives Lane 
(D— Mass.), Morrison (D—La.), Davis (D—Ga.) and 
Broyhill (R—Va.). The last three are members of the 
House Civil Service Committee which will conduct 
hearings and act on the proposal. 

The AFL-CIO Government Employees Council, rep- 
resenting about half a million federal workers, would 
like a bill along these lines: (1) the U.S. would pay 
two-thirds of basic insurance up to a maximum con- 
tribution of $14 a month; the worker pays the re- 
mainder and if he desires broader coverage for himself 
and family, he would pay the added costs, (2) the 
government would pay all the cost of catastrophic in- 
surance, but to take this, the employee must have the 
basic coverage; catastrophic coverage would take in 
75 per cent of major medical bills, (3) employees would 
have a choice of commercial, Blue Cross, Blue Shield 
or employee union plans within certain limits for basic 
insurance. 

The administration’s long-dormant plan to permit 
small insurance companies to pool efforts and resources 
for purposes of experimenting in new forms of volun- 
tary health insurance cropped up on the very first day. 
Representative Kilgore (D— Tex.) was the author of 
HR 167. This proposal has never gotten out of the 
House Interstate Committee. 

Mr. Kilgore also got the jump on other members 
in introducing a federal aid for nurse education bill 
(HR 168). His bill would authorize a minimum grant 
of $200,000 to each state, although larger amounts 
would be permitted. They would be on a matching 
basis for the purpose of (1) assisting schools of nursing 
to maintain and increase enrollment and to improve 
and expand their curricula, and (2) to provide scholar- 
‘ships to defray a part or all of the cost of tuition, 
books and equipment and maintenance. The program 
would be administered by the Surgeon General of the 
Public Health Service. 
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Back at work ... no angina in 2 months 
... on Metamine’ Sustained b.i.d. 


In angina pectoris, even after myocardial infarc- 
tion, an early return to useful activity is now 
recognized as of special therapeutic value.' Ideal 
protective medication for the active, employed 
anginal patient is provided by METAMINE® Sus- 
TAINED, b.i.d. (1 tablet on arising and 1 before 
the evening meal). There is little danger of a 
skipped dose; the patient “is more faithful” to 
this simplified regimen. And METAMINE Sus- 
TAINED protects many patients refractory to other 
cardiac nitrates.? Moreover, when you prescribe 


METAMINE SUSTAINED, q. 12 h., your patient re- 
quires less nitroglycerin and remains fully re 
sponsive to that vital emergency medication. And 
METAMINE SUSTAINED (aminotrate phosphate, 10 
mg., LEEMING) is virtually free of nitrate side 


- effects (nausea, headache, hypotension) .* 


Supplied: bottles of 50° and 500 sustained-release tab- 
lets. Also: METAMINE, METAMINE WITH BUTABARBITAL, 
METAMINE WITH BUTABARBITAL SUSTAINED, 
METAMINE SUSTAINED WITH RESERPINE. 


That. Leeming ¢ Ce ne. New York 17. 


1, Slipyan, A.: J.A.M.A, 168:147, Sept. 13, 1958, 2. Fuller, H. L. and Kassel, L. E.: Antibiotic Med, & Clin. Therapy, 3:322, 1956. 
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